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ABSTRACT 
Addiction research has been carried out extensively in the social 
sciences. In particular, attention has been focused on explaining the 
origins of addiction and developing treatments, spanning a range of 
drugs, from cannabis to heroin. This thesis will apply the theoretical 
concepts of alienation and assertiveness to drug use. This is based on the 
assumption that addiction is influenced by the degree to which a drug 
user is alienated from self, peers and society. The thesis will contend that 
if drug users become more assertive, they are less likely to become 
alienated, hence less likely to become addicted. These assumptions were 
forged into three hypotheses that were tested on drug users and control 
groups in the United Kingdom (UK) and the Kingdom of Saudi Arabia 
(Saudi), since few studies have investigated comparisons between these 
countries in this respect. Specifically, the following three hypotheses are 
researched in this paper: HI: drug addicts will have a higher degree of 
alienation in comparison with non-addicts; H2: drug addicts will be less 
assertive than non-addicts; HI cultural differences will be detected 
between English and Saudi samples. 
It was found that UK drug users were significantly more alienated 
than Saudi drug users. Control group comparisons showed that Saudi 
controls were significantly more alienated than UK controls, leading to 
the conclusion that cultural differences had a crucial role to play. In 
terms of assertiveness, it was found that LJK drug users are significantly 
less assertive than UK controls on certain dimensions of the assertiveness 
scales. For Saudi samples, no significant differences were observed. 
Further, it was confirmed that strong cultural differences were detected 
between the two nationalities, arguably because the concepts of 
alienation and assertiveness are distinct Western concepts. 
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In order to address this, and to investigate alienation and 
assertiveness in Saudi Arabia more closely, a qualitative study was 
conducted. From this, it was concluded that the unproblematic; 
transposition of these concepts leads to erroneous conclusions. By 
focusing on meaning, it was found that what to Western norms might be 
termed alienation is in Middle Eastern terms a shift to individual from 
collective identity formation. Paradoxically, 'lack of assertiveness' from 
a Western vantage point could in a Middle Eastern context be regarded as 
'asserting the right to choose'. By focusing on the changing cultural 
identities in all sectors of Saudi society, it is argued that against this 
backdrop, the relative alienation of this sample reflects a shift from a 
collective conformist identity towards individuation in terms of forging a 
sense of self or core identity. The model of addiction provided by 
Standish (2003) is tested empirically, as it provides a clear synthesis of 
addiction in terms of the intra-personal, interpersonal and social 
dimensions it acknowledges, and because it clearly incorporates notions 
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INTRODUCTION 
Ever since the dawn of time, the expansion of consciousness has 
been a central preoccupation and is arguably inherent to the human 
condition. Consciousness is both the most obvious and the most 
mysterious feature of our minds. On the one hand, what could be more 
certain to each of us than being the subject of an experience, an 'enjoyer' 
of perceptions and sensations, a sufferer of pain, an entertainer of ideas 
and a conscious deliberator? On the other hand, how do physical bodies 
in the physical world actually contain such a phenomenon? History 
reveals that ever since humans started eating certain plants, they 
discovered they made them feel different and the world was perceptually 
experienced in an altered sense. 
These 'drugs' have become familiar to many beyond the confines of 
their earliest intended use. A striking example of this is coffee: although 
bought in packets and jars as a food, it fits all the definitions of a drug. 
Coffee is indigenous to Ethiopia where it was first consumed by chewing 
the beans or inftising the leaves; it was the technique of roasting and 
grinding coffee beans that rendered it drinkable. Its success was due to 
the popularity of the subjective experiences associated with using the 
substance, and as the Quran had banned the use of alcohol, coffee 
became the ne plus ultra. Dervishes used it during religious rituals, but 
beyond that context coffee houses rapidly developed, placing it firmly 
into a social arena. 
The use of coffee in the social setting of the coffee house spread 
through the Arab world and to Turkey, Persia and beyond. The status of 
coffeehouses as establishments supplying mind-altering drugs, and as 
centres of sedition and dissent, led authorities in different countries to 
attempt to outlaw and ban the use of coffee. These attempts failed, and 
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were replaced by heavy taxation, making coffee a valuable source of 
revenue for the authorities. During the seventeenth century, coffee 
drinking spread to England and other parts of Europe. Coffee houses 
soon became important social, political and business centres, only 
supplanted when, on the importation of tea from British India, this 
beverage replaced coffee in Britain as the non-alcoholic drink of choice 
(notably also containing caffeine, as well as other stimulants). 
This brief review of the history of coffee highlights themes not 
dissimilar to those currently preoccupying society, with respect to drugs 
such as opiates. Furthermore, it emphasises that although a drug can have 
specific origins in one culture, it can be adopted and in some ways 
translated quite easily into different settings, with potential adaptations 
and differences. But perhaps most importantly, it shows quite succinctly 
that, even under adverse circumstances, individuals still seek a means of 
enhancing or changing their consciousness by using mood-altering 
substances. Indeed, a harsh environment may be made bearable by 
reliance on such drugs, as in the case of coca in the Andes. 
In the context of this thesis, the focus will be the investigation of 
what drives individuals to take drugs and become addicted. In particular, 
the concept of alienation as a potential cause of substance abuse will be 
investigated. The above paragraphs have already alluded to the role 
culture plays in the procurement and consumption of drugs. By 
investigating a Middle Eastern cultural context that is vastly different 
from those contexts that most research studies draw on for their 
generalizations and observations, this study hopes to shed light on the 
issues of being addicted, being alienated and being able to cope with 
adverse circumstances. 
The thesis consists of six chapters. In chapters one and two, I 
provide an over-view of the literature on addiction, alienation and 
assertiveness, culminating in a theoretical framework that supports a 
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quantitative investigation. Methodological issues are discussed in 
chapter three, and results are presented in chapter four. Because of the 
findings, it was decided that a different study of a qualitative nature 
needed to be conducted in order to shed light on the findings, and indeed 
to revisit the core concepts of the thesis. Chapter five details of this 
study. Chapter six provides a general discussion and critical reflection 
on the thesis. 
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CHAPTER ONE: ADDICTION 
1.1. INTRODUCTION 
"How a society views individuals who engage in addictive 
behaviours has an important influence on addiction and recovery ftom 
addiction. If addiction is seen as a moralfailing, it will be condemned 
If seen as a deficit in knowledge, it will be educated If the addiction is 
viewed as an acceptable aberration, it will be tolerated If the addiction 
is considered illegal, it will be prosecuted. If viewed as an illness, it will 
be treated", DiChmente, (2003, Mi). 
DiClimente's view illustrates how, seen through different lenses, 
addiction elicits various responses. Throughout history, shifting 
frameworks of meaning have been applied to addiction, influenced by 
moral, legal, scientific, political and geographical factors. In this chapter, 
my aim is to give an account of addiction drawing on a number of these 
factors. I will start by reviewing some prevalent medical definitions, 
since these have a general, global relevance, as they are used 
internationally in medicine and indeed influence international legal 
frameworks. Because a main aim of the thesis is to explore addiction 
within both a UK and Saudi population, I will examine the historically 
complex relationship that East and West have experienced in terms of 
drug use, and will highlight some of the obstacles in researching across 
cultures. Further, I will draw attention to some political events that have 
shaped the landscape of drug use globally, before turning to the specific 
contemporary situation in terms of policy and prevalence in both the UK 
and Saudi Arabia. Following this, I will review some of the models and 
theories that have at different times been influential in understanding and 
explaining addiction, before presenting the position this thesis will 
assume. 
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1.2. DEFINING ADDICTION 
Addiction is by no means a homogeneous entity; it is not surprising, 
then, that there are almost as many theories of dependence and its causes 
as there are types of dependence behaviour. The Oxford Companion to 
the Mind defines addiction as "a tendency to excessive use of the drug, a 
craving for it when it is not available, and the development of a variety of 
physical and psychological symptoms when it is suddenly withdrawn" 
(Oxford Companion to the Mind, : 4). This definition is, however, only 
one interpretation; addiction is a concept, which is notoriously difficult to 
define, so much so that the World Health Organisation (WHO, 1970) 
now uses the term "drug dependence" instead. Drug dependence is 
characterised by "psychological symptoms such as craving and a 
compulsion to take the drug on a continuous or periodic basis, and 
physical effects developing when the drug is withheld or unavailable". 
(Oxford Companion to the Mind, :. 4). 
The difficulties in defining the essential characteristics of drug 
dependence are illustrated by the changes that have taken place in the last 
three decades or so. At one time, drug addiction and drug habituation 
were recognised as separate entities, with the former being more severe 
than the latter (Ghodse, 1990). They were distinguished on such grounds 
as the intensity of desire to take the drug, the tendency to increase the 
dose and the detrimental effect on the individual and/or society. Thus, 
some drugs were described as habituating and others as addictive, and 
one individual might be considered addicted to a drug whereas others 
were merely regarded as habituated to the same drug. Such terms are 
impractical, according to Ghodse (1990), particularly for application 
internationally, hence the advent of yet another (refined) definition of 
drug dependence: "A state, psychic and sometimes also physical, 4ý 
resulting from the interaction between a living organism and a drug, 
characterised by behavioural and other responses that always include a 
compulsion to take the drug on a continuous or periodic basis in order to 
experience psychic effects, and sometimes to avoid the discomfort of its 
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absence. Tolerance may or may not be present" (Ghodse, 1990 : 3). 
According to Schweighofer (1999), the word 'addiction' has too 
many meanings. Partly, this is attributed to the fact that it contains a 
fundamental ambiguity. The term 'addiction' can imply both a positive 
and negative connotation, depending on the value attributed to the 
activity in question. Schweighofer argues that the main shift in the 
accepted meaning of addiction occurred in the nineteenth century. 
Addiction ceased to denote pleasurable but harmless activities (taking 
opium, for example), and became employed to refer to involvement in 
harmful practices, in particular with regard to drugs that could create 
tolerance or withdrawal problems. Arguably, the earlier meaning of 
addiction, from the Latin 'addicere' (to give over), is less inherently 
pejorative, as it has both a positive and negative potential. This is 
particularly true as the linking of addiction with drugs only occurred in 
the context of anti opium political rhetoric, and hence was not motivated 
by the findings of systematic research. It remains a meaning-shift that 
could be regarded as highly emotive. As Anderson (1980) suggests, with 
reference to heroin users, the contemporary formulation denotes 
"dependence, enslavement and compulsive use of a drug" (: 5). 
The more specific medical and psychiatric definitions, which 
influence heavily the diagnosis of individuals, can be found in DSM-fV 
(American Psychiatric Association, 2000) and ICD-10 (World Health 
Organization, 1992). The DSM-IV definitions differentiate between use, 
abuse, and dependence. Use refers to the taking of a drug, irrespective of 
the level of use. Use only focuses on the taking of drugs, without 
consideration of the effects of these drugs. When problems arise from 
any type or level of use, abuse is involved. Dependence involves 
impaired control over use, irrespective of the actual quantity or frequency 
of use or level of harm. The diagnosis centres on identifying "a 
maladaptive pattern of substance use, leading to clinically significant 
impairment or distress as manifested by three or more of the following 
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occurring at any time in the same 12-month period: 
1. Need for markedly increased amounts of substances to achieve 
intoxication or desired effect or markedly diminished effect with 
continued use of the same amount of substances. 
2. The characteristic withdrawal symptom is to take more substances to 
relieve or avoid withdrawal symptoms. 
3. Persistent desire or one or more attempts to cut down or control 
substance use. 
4. Important social, occupational, or recreational activities given up or 
reduced because of substance use. 
5. Using more or over longer periods than intended. 
6. A great deal of effort spent in activities necessary to obtain substances, 
use, or recover from their effects", (DSM-IV : 197-198). 
ICD-10 differentiates between 'harmful use' and 'dependency 
syndrome'. The former is defined as follows: 
"A pattern of psychoactive substance use that is causing damage to 
health. The damage may be physical or mental. The diagnosis requires 
that actual damage should have been caused to the mental or physical 
health of the user. Harmful patterns of use are often criticised by others 
and frequently associated with adverse social consequences of various 
kinds. The fact that a pattern of use of a particular substance is 
disapproved of by another person or by the culture, or may have led to 
socially negative consequences such as arrest or marital arguments, is not 
in itself evidence of harmful use. Harmful use should not be diagnosed if 
the dependence syndrome is present" (ICD- 10 : 74). The latter is defined 
as follows: 
"A cluster of physiological, behavioural and cognitive phenomena in 
which the use of a substance or a class of substances takes on a much 
higher priority for a given individual than other behaviours that once had 
greater value. A central descriptive characteristic of the dependence 
syndrome is the desire (sometimes strong, sometimes overpowering) to 
take psychoactive drugs. There may be evidence that return to substance 
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use after a period of abstinence leads to a more rapid reappearance of 
other features of the syndrome than occurs with nondependent 
individuals", (ICD-10, : 74-75). 
1.3. EAST AND WEST: AN HISTORICAL CONTEXT 
FOR HEROIN ADDICTION 
The juice ftom the white poppy, papaver somniforum, has a history 
of medical use dating back almost 6,000 years. Up until a century and a 
half ago, opium stood alone as one of the few agents physicians could 
use and from which they could obtain sure results. It relieved pain, 
induced sleep and corrected dysentery. Its recreational use also has a long 
history. The written story of opium begins 4,000 years before the birth of 
Christ with a reference to the 'joy plant' on a Sumerian tablet. The 
resinous raw opium, which is collected from the poppy seed pods in the 
brief period between the time the petals drop and before the seed pod 
matures, is the basis for the opium medicines used throughout history and 
is the substance from which morphine is extracted and then heroin 
derived. 
Throughout history, opium has crossed geographical and political 
boundaries. For instance, the opium wars between Britain and China 
were less concerned with addiction but more with political sabotage. 
Psychoactive substances in general were unregulated, and their 
prohibition, approval or use depended on a variety of factors. For 
instance, opium was desired in China because the Emperor abhorred 
tobacco, and it was seen as a substitute. The political events which 
accelerated the use of morphine were wars: the American Civil War 
(1861-1865), the Prusso-Austrian War (1866) and the Franco-Prussian 
War (1870). The percentage of veterans returning from these wars who 
were addicted to morphine as a result of being given large doses 
medicinally was so high that the illness was called the 'army disease'. 
In contrast to the I 9th century, when drugs were unregulated for the 
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most Part, legislation to control drugs increased in the 20 Ih century. 
Szasz (1987) contends that drugs served as a convenient scapegoat for 
the social ills of urban life. He observes that a double standard was used 
in setting drug policy. For instance, he suggests that because alcohol and 
tobacco are so well ingrained in Christian and English-speaking cultures, 
we regard them as good, but drugs such as heroin and marijuana, which 
originate from foreign countries, are viewed as bad. He illustrates this by 
considering the different labels and terms used in connection with legal 
and illegal drugs: people who sell alcohol are retail merchants, not 
pushers; people who buy alcohol are citizens not 'dope fiends'. The 
same applies for tobacco, coffee and tea, although the situation regarding 
tobacco has changed somewhat in the twenty years since Szasz 
postulated his views. 
What can be concluded from this is that for many of these 
psychoactive drugs, there is a moral and political choice to be made 
regarding what is appropriate or not, good or bad. Drugs in and of 
themselves do not define acceptability - this is context dependent. 
Equally, how the user of different drugs is viewed will depend on a 
variety of factors, medical and social, and also moral. We will now 
review some aspects of this in both a LJK and Saudi context. 
1.3.1. Drug Use In The UK 
It is beyond the scope of this thesis to give a comprehensive history 
of drug use in the UK, as this has been reported elsewhere (Jung, 2001). 
However, it is worth noting that some important shifts have taken place 
from how substance use has been viewed and treated in the past, to how 
it is dealt with now. Starting with the temperance movement, the notion 
of substance use (alcohol in particular) saw for the first time the linking 
of disease with morality in this context. As Levine (1984) reports, using 
alcohol excessively was first regarded as a sin (the choice to be drunk 
repeatedly), and then as a disease. These contrasting views survive in 
approaches such as the Twelve Step therapeutic programme. The main 
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recent, comprehensive report detailing the prevalence of drug use and 
treatment is the Drugscope Report to EMCDDA (2001; additions 2003). 
Its remit is to provide statistics regarding drug use in the UK, and 
monitors the 1998 UK Government 10-year anti-drug strategy 'Tackling 
drugs to build a better Britain'. The report estimates that 143,000 people 
are at risk of death due to drug overdose, between 161,000 and 169,000 
have injected drugs, 202,000 are regular or sporadic opiate users, and 
266,000 are problem drug users. 
In the UK, a total of 40,200 persons sought treatment for drug use in 
the six month period ending 31't March 2003. This represents a 3% 
increase on the same period in 2001, but a decrease of 6% on the same 
period in 2000.38% of users were known to inject their drugs; most 
cases being reported were opiate users, 77% also reporting heroin to be 
their main drug of use. This is consistent with data from previous years 
(1995; 1999; 2000). The main changes in the values of heroin indicators 
(deaths, offences, seizures and treatment) are that all these indices show a 
marked increase, viewed over the period 1993-2000. Numbers 
nevertheless remain relatively low when compared to other drugs, 
notably crack and crack cocaine, over which there has been increasing 
concern. 
In terms of drug treatment the National Treatment Agency was 
launched in April 2001, and it oversees the process of establishing and 
disseminating national standards for commissioning, delivery and 
monitoring of drug treatment services. In the UK, there are three main 
categories of services, which will be briefly explored below: drug-free 
treatment, substitution and maintenance programmes, and after-care and 
reintegration programmes. 
Drug-free treatment services are abstinence based and have relapse 
prevention as their major service outcome goal. The existing network 
consists of a combination of early intervention practices, advice and 
18 
counselling and out-patient services. The majority of residential 
rehabilitation programmes require clients either to be 'drug-free' on entry 
and/or to have achieved a state of abstinence from their main, or all, 
problem drugs, or to undertake an on-site detoxification from drugs and 
medication. Admission is voluntary and there are no priorities groups for 
drug-free treatment as there are for substitution treatment programmes. 
These programmes usually run from immediately after the completion of 
detoxification and last between three and twelve months. Theoretically, 
the approaches identified as most effective by the Task Force to Review 
Services for Drug Misusers (1996) are cognitive behavioural approaches, 
12-step addiction counselling, and other psycho-social approaches 
including gestalt and family therapy. To accomplish relapse prevention 
they provide a safe living environment supported by staff and peers and a 
therapeutic programme comprising groups, lectures, individual 
counselling and family involvement. Outcome evaluation is mixed, with 
most treatment evaluation conducted internally by the services involved 
and rarely published. A report to the Home Affairs Select Committee by 
NHS Alliance special advisor (2001) states that in some of these 
programmes, drug users are being treated by GPs who lack training, 
resources and remuneration. 
Substitution and maintenance programmes support medically 
supervised withdrawal. The overall aims of substitute prescribing, 
according to the Department of Health (1999), are: to assist the service 
user to remain healthy until, with appropriate support, he or she can 
achieve a drug-free life; to stabilise the service users, where appropriate, 
on substitute medication to alleviate withdrawal; to reduce the use of 
illicit or non-prescribed drugs; to deal with problems related to drug 
misuse; to reduce the dangers associated with misuse, particularly the 
risks of HIV, hepatitis B and C and other blood-borne infections; to 
reduce the duration of episodes of drug misuse; to reduce the need for 
criminal activity to finance drugs, to reduce the risk of prescribed drugs 
being diverted onto the illegal drug market; to improve the overall 
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personal, social and family functioning. The majority of clients entering 
prescribing programmes are dependent heroin users who present with 
additional polydrug use (DoH, 2002a). Admission is voluntary, but 
usually by GP referral or criminal justice referral. Priority is given to 
those who are HIV positive or with other severe physical co-morbidity, 
those with mental health co-morbidity, pregnant women, and young 
people, particularly when deemed vulnerable. At times, other locally 
defined groups may also be prioritised. Most prescribing in the UK is for 
oral methadone, although some 10% of prescriptions were issued for 
injection. Diamorphine is only rarely prescribed in the UK. Codeine- 
based substitutes, particularly dihydrocodeine, are used by some 
clinicians. Buprenorphine is also licensed for substitution treatment, and 
lofexidine is prescribed for community detoxification programmes. 
Those who have completed opiate withdrawal but need pharmacological 
assistance to remain drug-free can have maintenance treatment with the 
opiate antagonist naltrexone. In addition to substitution drugs, there is 
also the provision of psycho-social counselling, with the same main three 
theoretical foundations as employed in the abstinence programme 
(Cognitive behavioural; 12-step; gestalt and family therapy). Most often, 
brief interventions, cognitive behavioural and motivational interviewing 
are employed. This is currently the main form of treatment programme 
in the UK (Department of Health, 2002a). Gossop, Marsden and Stewart 
(2001) and Gossop, Marsden, Stewart and Treacy (2002) showed that 
overall significant improvements were made in drug-related problems, 
health and social functioning amongst those attending methadone 
programmes. In particular, reduction rates of non-fatal overdose were 
recorded, and these were linked to improvements in frequency of drug 
use and lower rates of injection, sharing needles and having unprotected 
sex. 
A third strand of programmes consists of the reintegration and 
after-care programmes; this differs Erom the above two strands in that the 
focus also includes how to reintegrate once the formal treatment 
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programme is concluded. About 70 such programmes are operating in 
the UK, with some 1200 beds available. There are three types of 
programme: short-term residential rehabilitation of three months, long- 
term rehabilitation for up to six months plus, and primary/secondary 
treatment split. Most rehabilitation provides a structured programme 
with the following basic features: maintenance of abstinence from illicit 
drugs in a controlled or semi-controlled therapeutic environment; 
communal living with other users in recovery; emphasis on shared 
responsibility through peer and group counselling; relapse prevention- 
oriented counselling and support; individual support and promotion of 
education, training and vocational experiences; improved skills for daily 
living; housing advocacy and resettlement work and aftercare and 
support. The reintegration of chronic drug users was an essential 
component of the 1998 Drug Strategy. No formal evaluation is reported. 
What kinds of ideologies can be discerned in these treatment 
programmes? Firstly, the strategy has multiple strands rather than 
relying on a 'silver bullet' approach. It is acknowledged that drug users 
are not a homogeneous group, and therefore a variety of treatment plans 
are on offer. While methadone prescription has been regarded as 
controversial, particularly in the US (DiClimente, 2003), outcome studies 
do suggest that it is an effective treatment in reducing (if not eradicating) 
heroin use. 
Secondly, a core part of the strategy is that drug use should not be 
regarded in isolation. The Drug Strategy has been linked to the New 
Deal, which allows a refocusing on the hardest to help and the most 
vulnerable. The New Deal programme provides financial support, 
promotes an active labour market policy to increase equality and 
opportunity, and aims to support participants in gaining the self- 
confidence, experience and skills, which will increase their 
employability. To get on the programme, participants will need to be 
drug-free. The rationale for this is that certain groups are socially 
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excluded, and the evidence suggests that social exclusion is interwoven 
with drug use. Substance misuse is reported to be particularly high 
among groups who suffer from other forms of deprivation, including 
rough sleepers and vulnerable young people (Goulden and Sondhi, 2001). 
In short, there is a high correlation between social vulnerability and 
chronic drug use. The causal linkages are not understood, however, and 
remain a matter of speculation (Eggington and Parker, 2000). The 
emphasis, then, is on integrating drug users back into mainstream society 
through a combination of drug treatments, skills training, and 
employment opportunities. It is hoped that through this approach, the 
side-effects of drug use such as crime rates will also be reduced, thereby 
contributing to a cohesive and inclusive society - joined-up solutions to 
joined-up problems. 
1.3.2. Drug Use In Saudi Arabia 
Baasher (1981) described the development of the early Islamic 
community and the control of alcoholism within the context of overall 
socio-cultural changes. In his paper, he highlights two interesting facts. 
Firstly, taking an historical perspective, the brewing of alcohol was 
generally popular among pre-Islamic communities. However, at the very 
beginning of the Islamic era, the drinking of wine was clearly identified 
as a disruptive social evil and was effectively dealt with by using step- 
by-step methods, which were applied to attain acceptance of prohibition. 
After fourteen centuries, the successful Islamic model of alcohol 
abstention and prohibition still stands out as exceptional, indeed, almost 
unique, in human history. In his paper, Baasher (1981) raised some 
interesting questions. Although Islamic teachings clearly succeeded in 
persuading early Islamic societies to give up the use of wine, to what 
extent had this been observed over the years, and is it still observed 
within the Islamic world today? And, how effective is the Islamic way of 
shaping human behaviour in preventing the abuse of drugs among 
changing Muslim communities? Baasher's results showed that despite 
the socio-economic differences and varying cultural heritages among 
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diverse Muslim countries, the practice of the Islamic doctrine was 
considered the most essential factor in maintaining a relatively low 
prevalence rate of alcoholism in the population of these countries 
compared with other parts of the world. As with alcohol, the Islamic law 
clearly stipulated that whatever constitutes a dependence-producing drug 
(and should therefore be regarded as harmful) should not be used by a 
true Muslim. However, it was clear from the available data that the 
nature and extent of drug-related problems varied from one Islamic 
country to another. While the strong movement against alcohol has 
generally continued in the Islamic World, the history of the use of other 
dependence-producing substances in the various Islamic countries has 
been somewhat varied and complex. Availability of the drug concerned, 
the socio-cultural environment, economic conditions, political power and 
a host of other factors have in one way or another influenced the spread 
and the control of dependence-producing drugs. Studies of opium use in 
Pre-Revolutionary Iran and parts of Pakistan have shown that a drug 
culture has been accepted in these countries with local social approval. 
Here it seems that there is a complete disregard of Islamic precepts 
regarding the 'sinful' and harmful social consequences of narcotic 
substances as perceived in other Islamic countries. 
Nonetheless, serious attempts were being made towards a visible 
breakthrough in the battle against the drug problem in Iran and Pakistan. 
Baasher (1981) concluded that although both Iran and Pakistan were 
endeavouring, in principle, to comply with Islamic doctrine, they would 
not find a better model than the one which was first implemented at the 
dawn of Islam at Medina, where due consideration was given to the 
prevailing ecological factors and a step-by-step system of gradual 
desensitization, persuasion and effective community involvement was 
applied (Baasher, 1981). It is important to note, however, that Baasher's 
findings refer to Pre-Revolutionary Iran. 
In 1992, Qureshi carried out a preliminary study to evaluate the 
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demographic parameters, pattern and co-morbidity of drug abuse among 
120 Saudi male mental health patients. The results showed that the 
relationship between socio-demographic variables and drug abuse is not 
straightforward. Nonetheless, this controlled study identified some 
significant association between drug abuse and marital problems, being 
unemployed or in an unskilled job, or from a poor social class, thus 
substantiating the results of other research. However, the study had some 
limitations that precluded the author from generalising the results of this 
study across Saudi society. For example, the selection of patients was 
biased (non-random amongst the chosen population) and the control 
group might not have been representative of the general population. 
Three years later, Hafeiz (1995) conducted a preliminary study of the 
socio-demographic characteristics and pattern of substance abuse in the 
eastern region of Saudi Arabia. He stated that there was evidence, though 
scant, that drug abuse was more common in Saudi community than was 
previously thought. His conclusion was that it seemed that a pattern was 
gradually emerging among Saudi drug abusers, characterised by variation 
in drugs abused and the increasing problem of heroin that affected about 
50% of the cases, despite the many religious and cultural deterrents. This 
pattern seemed to have many common features with the reports of drug 
abuse abroad by Saudis, especially in relation to heroin and alcohol. 
In a study by Al-Delaim and Abdullah (1997), it was concluded that 
the management of substance abuse was a new and unique experience in 
Saudi Arabia. The establishment of large drug addiction hospitals, the 
application of religious beliefs in dealing with drug addicts and the strict 
measures applied to psychotropic prescriptions were some of the unique 
features of the Saudi model. Qureshi and Al-Habeeb (2000) examined 
drug abuse patterns in psychiatric populations in Saudi Arabia. They 
concluded that drug use, addiction and associated problems are present in 
Saudi Arabia and that parents can play a key role in drug prevention 
through controlling the money supplied to children. 
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Whether or not drug abuse is more common in the Saudi community 
than was previously thought is not clear. It seems likely that the nature 
and magnitude of the drug problem has changed and might still be 
changing. Further studies are no doubt needed in the Muslim/Arab 
communities before final conclusions on the nature and magnitude of the 
drug problem can be reached. The reason why drug use and the 
behaviour of the drug market is changing in Saudi Arabia is un clear, but 
could be due to socio-economic changes, better transportation or greater 
drug availability. Even though Baasher (1981) came to the conclusion 
that the prevalence rate was still low compared to other parts of the world 
at that time, he mentioned that the drug scene had witnessed a colossal 
increase in manufactured chemicals and the build-up of new drugs. With 
increased productivity and closer relationships between industrialised and 
Islamic countries, more and more synthetic drugs are becoming available 
for public use. 
Providing statistics for heroin use in Saudi Arabia is problematic 
as, for a long time, records (if kept comprehensively) were not readily 
available in the public domain. No data is available regarding treatment 
for heroin users. However, unpublished data obtained from the Interior 
Ministry give some indication of the scale of drug use within the 
Kingdom. Data are available for the period 1989-2004, showing the 
number of drug users who have been arrested, and the amount of drugs 
seized by the Ministry. These data can be found in Appendix Twelve. In 
1998, the number of drug-related arrests was 5,777, rising to 35,440 by 
2004. Unfortunately, it cannot be discerned from this data how many of 
these arrests were heroin- related. Furthermore, the increased number of 
arrests may merely reflect more active policing, a change in policy or the 
implementation of policy. The quantity of drugs confiscated does 
indicate however that the amount of heroin seized is relatively stable, 
with 52,839g seized in 1989 and 61,504 in 2004 (rising to 119,464g in 
1996). Larger increases can be observed for cannabis, amphetamines and 
khat, which may also indicate that heroin use has remained more or less 
25 
stable. 
The main treatment programmes focus heavily on what is called 
religious therapy, which is based on the application of the Quran. The 
Holy Quran states: 
"They ask you concerning wine and the game of hazard. Say: 'In both 
there is great sin and also some advantages for men; but their sin is 
greater than their advantage'. And they ask you what they should spend. 
Say: 'what you can spare'. Thus does Allah make His commandments 
clear to you that you may reflect ", Sura Al Baqarah, Sura 2, Verse 220. 
The word translated as 'wine' can be used for anything addictive, 
and from the interpretation of jurists throughout Islamic history, it is 
clear that all forms of drugs are meant. Both substance use and gambling 
are linked in this verse, and both are considered haraam or taboo. Drug 
users are led back to this verse in the Quran, and are told to follow the 
advice of Allah and turn to Him and beg His forgiveness and ask for I-Es 
guidance. They are told to embrace a new-found idea of trust (tawakulý 
in Allah, which becomes the driving force that fuels the recovery process. 
The vacuum in the addict's life is thus purported to be filled, and the 
rebuilding of coping skills and social networks is found in the learning of 
Islam. It is posited that due to the compulsive nature of drug addiction, 
addicts may have behaved in an inappropriate manner, leaving them 
feeling guilty, exposed and ostracised, and it is considered that this can 
prevent them from mentally moving on and reintegrating into society. 
Addicts are quoted verses from the Quran such as "and whoever does 
evil or wrongs himself but afterwards seeks Allah's forgiveness, he will 
find Allah Oft-Forgiving, Most Merciful" (4: 110). Sayings of the 
Prophet Muhammed (s)l are also used, for example: "Whoever says 
' (s) always follows the name of the Prophet Muhammed (s). It is an abbreviation for 
'sala Allah aleah wa salam', which means 'God pray for Him and give Him peace' 
'peace upon him'. 
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'Subhan Allah wa bihamdihi' one hundred times per day will be forgiven 
all his sins even if they were as much as the foam of the sea". These 
strategies are designed to help addicts regain Allah's acceptance. Many 
others are quoted in the literature on the treatment of addiction. Another 
important role that Islam plays in recovery is through its social 
organization, where a great deal of emphasis is placed on togetherness 
(jumm'ah) and regular meetings for worship. This fulfils a number of 
purposes. Among these are learning to interact and relate to others as 
well as exchanging life experiences. For the addict, this social meeting 
becomes a stepping stone towards gaining social acceptance and 
integration into society. Further, invitation (dawah) to others to adopt 
the way of Islam is also promoted. This encourages people from various 
parts of society to become actively involved in charitable Islamic 
activities in their local community. Essentially, this becomes a way of 
putting back into the community that which has been taken out. This 
engagement helps addicts develop a network of social support and 
participate in community development initiatives. This also inspires 
them to become organised and to learn new life skills, leading to changes 
in cognition, emotion and behaviour. 
Western psychotherapeutic ideas are incorporated within religious 
therapy. However, they are adapted to ensure that they conform in 
theory and in practice to the prevailing religious beliefs. 
The ideology behind the rationale for religious therapy is in fact 
remarkably similar to Western approaches. Twelve step programmes and 
community reintegration to a certain extent draw on the same principles 
of handing over power to a higher being, offering support while 
challenging certain patterns of thought and addressing emotions such as 
guilt, and attempting a reintegration into society - albeit without the 
explicit religious focus. No conclusive outcome studies of religious 
therapy have been conducted. One study (Iqbal, 2001) does however 
describe some problems with inpatient drug users in Jeddah. Iqbal 
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reports that very few drug users complete the programme, as they are 
dropping out after the detoxification phase. This results in a vast 
majority (87%) being readmitted within one year of discharge. Only 
7.6% finished the whole treatment programme. lqbal points to failures in 
the system of rehabilitation provision, and argues that compliance with 
the programme could be increased by initiating contractual treatment, 
and a further decentralisation and development of local services. 
Government regulations do allow drug users up to four voluntary 
admissions, with further treatment being compulsory in a secure Ministry 
of Interior unit for a fixed duration. lqbal (2001), in an attempt to 
increase the effectiveness of the voluntary programmes, argues that the 
programme may need to change to ensure regional cultural acceptability; 
for instance, for some patients the duration of the programme was 
unsuitably long. Other reasons he points to for the high dropout rates are 
the lack of motivation for change, even though patients are fully aware of 
the Ministry of Interior legislation, and are aware that compulsory 
treatment could be made by special order, with family, police, court or 
employers in a position to make probation requests. 
1.3.3. Ethno Cultural Difference And Drug Use 
Studies within the drug research literature can take several fonns. 
Some studies examine a single ethno-cultural group while others 
compare two or more different ethno-cultural groups. Some also consider 
different ethnic groups within the same country or compare different 
cultural groups between two countries (Adrian, 2002). The overall aim 
of most of these studies is to describe and compare drug use between 
different ethnic and culture groups. While the purpose of some of the 
studies is to understand how different racial and ethnic groups vary with 
respect to demographic factors, in order to better address their treatment 
needs, the purpose of others is to examine risk factors that discriminate 
between drug users and non-drug users with respect to culture, gender, 
age, and other demographics. 
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Because of these divergent aims, it is hard to compare these studies 
to find out whether drug behaviour is different between cultures and 
whether there is even a clear pattern within each group. However, in 
eleven out of the twelve studies considered here, there was a statistical 
difference between the groups examined, varying from factors relating to 
current drug use, reasons for starting to use drugs, and relationships with 
family and friends, to types of drug used, employment status, and age at 
which use began. These studies all examined substance use firom a 
multicultural perspective but differed substantially in the way they were 
carried out. Despite the difference between the purpose and structure of 
the studies, it seems apparent that there is a difference in the pattern of 
drug use between different ethnic groups. 
This difference is multifaceted and difficult to explain in causal 
terms. Furtherrnore, patterns of drug use and drug behaviour change and 
are not constant over time. Opium use in the late eighteenth century was, 
for example, socially acceptable in central Asia, but was considered very 
harmful by 1970 (Kerimi, 2000). If drug use behaviour (prevalence rate, 
etc. ) in a country is subject to rapid change, it is hard to find a constant 
pattern that distinguishes different ethnic groups. 
To highlight further how difficult this task (of finding a pattern of 
drug use between different ethnic groups) can be, Warner et aL (2001) 
pointed out: "It is important to consider that some of the reported 
differences may be due to methodological features unique to each survey, 
including the mode of data collection and the years during which the 
studies were fielded". This is indeed the claim we make in the present 
thesis. Furthermore, Petry (2003) claimed that the differences might be 
related to ethnic variations in the interpretation of what constitutes abuse 
or addiction. A good example is the fact that the use of marijuana and 
opium is traditional in India, tolerated in the Netherlands, but illegal in 
many other parts of the world (Adrian, 2002). Even though there might 
be a pattern, we might not be able to see it because of the way people 
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interpret their drug use. People from India might for example not 
interpret their drug use as problematic even though they are as addicted 
to it as people from Sweden, while Swedish people would interpret their 
drug use as problematic (Petry, 2003). 
As was mentioned above, some research compares two or more 
ethnic groups within the same country. The problem with this is that 
some of the participants are bom in the country and some are immigrants. 
A study by Nemoto et aL (1999) identifies patterns of drug use 
behaviours in relation to cultural factors among Asian drug users in San 
Francisco (Chinese, Filipino and Vietnamese). In this particular study, all 
of the Vietnamese participants were immigrants. The reason for some of 
the difference between the three groups might be attributable to that. 
Even though people bring their own cultural beliefs and behaviour with 
them, they are often affected by how people behave in the new country. 
This is further compounded if you are born in the country and your 
parents are trying to maintain their cultural beliefs within the home. 
Cardinal et aL (1986) indicate that by the third generation, the old world 
patterns have been replaced by the usual behaviour of the place of 
destination. However, this information might tell us that drug addiction is 
highly related to the culture you live in. In research by Ma and Shive 
(2000), it is concluded that certain types of drugs have higher frequent 
use by specific ethnic groups. This shows that it is necessary to conduct 
more research on specific drugs rather than drugs in general because we 
cannot necessarily generalise from the use of one drug to that of another. 
Most of the above research has limitation in two respects. Firstly, the 
authors mention that the results should not be viewed as representative of 
the general population. The results were limited to the group examined, 
so generalisation to other groups could be made only cautiously, if at all. 
Secondly, since most of the research was based on questionnaires and 
interviews, there was also a problem with the accuracy of self-report 
measures. This again highlights the fact that, even though there is a 
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difference between the groups compared, it is very hard to use the 
information to find a clear and constant drug use pattern between 
different ethnic and cultural groups. 
It seems intuitively likely that there is a difference between drug use 
and behaviour between different ethnic and cultural groups. However this 
difference is not straightforward and it is very hard to find a clear pattern 
when comparing different studies, even though they all examine 
substance use from a multicultural perspective. 
1.4. MODELS AND THEORIES OF ADDICTION 
There are numerous conflicting models and theories of addiction, 
and a system based on the conceptual framework proposed by Brickman 
(1981) to organise models of helping and coping has been suggested as 
particularly relevant in the area of addictions (Maisto et al. 1988). Using 
a framework that stipulates that the individual holds responsibility for 
both the creation and the solution of the problem, Brickman arrived at 
four categories of classification. He named the models Moral, 
Compensatory, Enlightenment and Medical, and argued that while the 
models are internally coherent, each model is in some ways not 
compatible with the others. In term of the moral model, individuals are 
viewed as responsible for both the development and solution of their 
problems and are expected to exert willpower to resolve them. The 
compensatory model sees individuals as not responsible for the 
development of their problems but responsible for the solutions. Under 
the enlightenment model, the individual is seen as responsible for the 
development of the problem but not responsible for the solution. Finally, 
the medical model views individuals as responsible neither for the 
development of their problems nor the solutions to them. The basic 
application of this model is the treatment of physical illness. The 
individual in essence is regarded as the passive recipient of help from the 
expert. 
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The Brickman (1981) system outlined above, while serving as a 
useful framework, does not satisfactorily solve the problem of classifying 
the theories or models of addiction. In addiction, the medical or disease 
model is seen by some as a metaphor and the current formulations of the 
model have as many psychosocial elements as biological factors. A more 
useful way of categorization might be achieved by taking aetiology as a 
starting point. Brownell and Fairburn (2002) have identified seven sets 
of models that account for addiction based on a specific addictive 
behaviour or a specific way of understanding the origins of addiction and 
how these develop. I will adopt their proposed model and a review is 
presented below. While the primary focus of interest in the present study 
is heroin addiction, I will where appropriate draw on the literature 
concerning use and abuse of drugs other than heroin in order to present a 
fuller picture. 
1.4.1. Social/Environmental Models 
The social/environmental perspective emphasises the role of 
societal influences, peer pressure, social policies, availability and family 
systems as mechanisms responsible for the adoption and maintenance of 
addictions. This perspective has many advocates, and substantial 
evidence has been presented for the role of environmental factors. For 
example, Kilpatrick et al. (2000) identified risk factors by telephone- 
interviewing participants about substance use, victimization experiences, 
familial substance use, and post-traumatic reactions. They hypothesised 
that familial alcohol abuse or drug use would independently increase the 
risk of all forms of adolescent substance use. Also, they argued that 
sexual assault, physical assault, and witnessed violence would increase 
risk of adolescent alcohol, marijuana and hard drug abuse/dependence 
and that these effects would be apparent even after the effects of 
demographic variables and familial substance use variables were 
considered. Significantly, this study found that both experienced and 
observed violence elevated the risk for past-year problem substance use; 
familial alcohol problems were also independently related to increased 
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risk of adolescent alcohol and hard drug abuse/dependence, but not to 
marijuana problem use. 
Sutherland and Shepherd (2001) explored in detail the relationship 
between various social aspects of young people's lives and substance use 
and differences in the degree of influence exerted by the different social 
factors as a function of age. The results suggest that within this sample of 
English adolescents, there is a strong relationship between substance use 
and the social factors examined. Although there were differences 
depending upon whether cigarette, alcohol or illicit drug use was being 
modelled, logistic regression indicated that the social factors could be 
ranked in the following order of importance: concurrent use of alcohol 
and illicit substances, having been in trouble with the police, perceived 
poor academic performance and low future academic expectations, a lack 
of religious belief, coming from a non-intact family, favouring peer over 
family opinion and having been suspended from school. Many of these 
relationships were age-sensitive with substance use peaking at age 
fifteen. However, a particular problem with adopting a risk factor 
approach in this area is the question of the direction of causality, or cause 
and effect (Sutherland and Shepherd, 2001). 
In identifying risk factors it is noteworthy that one of the main 
reasons why people start to use drugs is because of influence of 
friends/peers. Drug use is highly related to whether or not friends use 
drugs and whether youths believe their friends would discourage their 
use of drugs. When drugs are used, it is almost always with members of a 
peer cluster (Bachman, O'Malley and Johnston, 1984; Coombs, Paulson 
and Richardson, 1991; Swaim et al. 1993; Aziz and Shah, 1994; 
Sutherland and Shepherd, 2001). Aziz and Shah (1994) examined the 
differences between addicted and non-addicted university students on 
measures of home environment and peer relations. The results showed 
that addicts were under greater peer influence than the non-addicts. 
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Some proponents of the social/environmental model have 
concentrated on the more intimate environment of family influences as a 
central factor contributing to the onset of addictive behaviours. The 
family can indeed have a very important influence on whether family 
members start to use drugs and it can also motivate drug users to engage 
in treatment and/or affect the treatment outcome (Bachman, O'Malley 
and Johnston, 1984; Sutherland and Shepherd, 2001). McArdle et aL 
(2002) explored family structure and measures of family function in 
relation to adolescent substance use. Their findings suggest that living 
with both parents and the quality of the parent-child relationship are 
associated independently with the rate of drug use by young people. They 
concluded that both the quality of family relationships and the structure 
of families appear to be significant influences on youth drug use. Family 
influences support both a genetic, nature-based pathway of influences 
and a family interaction or family system, nurture-based path 
(Merikangas, Rounsaville and Prusoff, 1992). Steinglass, Bennett, Wolin 
and Reiss (1987) have also proposed a more indirect route of 
transmission of drug problems through the child's adoption or rejection 
of family rituals and traditions. A further idea is that family homeostasis 
acts as a regulatory structure in which the deviant addictive behaviours 
play an important role in individual and family functioning (O'Farrell 
and Fal-Stewart, 1999). 
Turning now to the more macro-environmental aspects of these 
models, it may be argued that seizing large quantities of imported heroin 
should decrease its supply and hence increase its price. In research by 
Weatherburn and Lind (1997), the question of whether large-scale 
seizures of heroin influence its price and purity at street level was 
investigated. Their results indicate that there is no relationship between 
the price, purity or perceived availability of heroin and the amount of 
heroin seized. One explanation for this might be that the quantities of 
heroin seized are too small relative to the quantities being imported to 
exert much affect on heroin price, purity and availability. Another 
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question they sought to answer concerned the impact that arrests for 
heroin use and possession have on the rate of admission for methadone 
treatment. The results suggested that there is no relationship between the 
rate of admission to local methadone clinics and the rate of arrest for 
heroin use or possession. However, Weatherburn and Lind later retested 
the hypothesis that drug law enforcement encourages entry into 
methadone maintenance treatment, with different results (2001). 
Although keeping their relationship/family together emerged as the most 
important reason given by respondents for entering treatment, avoiding 
more trouble with police/courts was also rated by the majority of 
respondents as an important or very important reason for entering 
treatment. Therefore, drug law enforcement may have a role to play in 
heroin demand reduction; however its effects are not evident for all 
ethnic groups and the separate effects of contact with police, age and 
time spent in the heroin market remain unclear. 
1.4.1.1. Problems With The Social Environmental Model 
One of the biggest drawbacks of this model is that it is very 
contextually and historically specific (Robins, 1980). For instance, drug 
research from the twenties, seventies and nineties cannot really be 
usefully compared, as family structure, law and social relations were very 
different during these eras. Social influences and trends shift, as does the 
prevalence of different types of addictive behaviours; this undermines the 
usefulness of a social/environmental model as a fixed explanation of all 
addiction at all historical points in time. There is also the problem of 
level of analysis: in the wider population, social and environmental 
influences clearly make a contribution. However, they fail to 
comprehensively explain individual initiation or cessation. Nevertheless, 
acknowledging the contextual role of society and environment does at 
least shift the focus from being solely on the user, as some of the 
following models and theories do. 
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1.4.2. Genetic/Physiological Models 
The concept of genetic vulnerability to drug addiction is supported 
by several familial, twin and adoption studies. Family studies show an 
increased rate of drug disorders among relatives of drug addicts 
compared with that among the general population (Duaux et al. 2000; 
Pickens, 2001) suggests that a family history of drug disorder is a strong 
risk factor for the development of drug disorders (Enoch and Goldman, 
1999). However, the familial transmission of drug abuse is thought to be 
due to genetic as well as common environmental influences (Pickens, 
2001), because family studies that support a substantial degree of genetic 
vulnerability for substance abuse cannot separate familial environment 
from genetic contributions (Duaux et al. 2000). 
Pickens (2001) examined familial influences on drug abuse severity 
and treatment outcome. They concluded that common genetic factors 
might underlie both susceptibility to heroin dependence and response to 
therapeutic methadone treatment. The results were explained by genetic 
factors that enhance opiate response, which has the effect of increasing 
both susceptibility to opiate dependence as well as methadone therapeutic 
response. However, their findings were based on a family study, and 
family studies do not distinguish between genetic and shared 
environmental influences on a trait. 
A few recent twin studies, mostly of small sample size, have 
explored the heritability of psychostimulant and opiate use; heritabilities 
from 0.11 to 0.45 have been reported (Enoch and Goldman, 1999). Twin 
data now provide significant support for the idea that drug abuse 
vulnerability displays significant genetic components, and appears to be 
more prominent in the more severe abusers and with some categories of 
drugs like heroin. However, the incomplete concordance in monozygotic 
twins demonstrates that environmental factors also play a major role in 
the development of addictive disorders (Duaux et al. 2000). Twin studies 
have established that the role of genetic variation in addictive disorders is 
profound; however twins with the same genotype often do not share the 
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same behaviour. This is likely to be due to other complex interactions, 
including the role of individualised environments (Enoch and Goldman, 
1999). Despite being fewer in number, adoption studies demonstrate a 
significant genetic component to the heritability of substance abuse, and 
cannot be discounted (Duaux et al. 2000). 
Over the past few decades, much work has been done to determine 
the genetic component of substance abuse, but the difficulties are great, 
and progress has been slow. In humans, case-control association studies 
have established a role for genetic variants of alcohol-metabolising 
enzymes in the predisposition to alcoholism; however, firm findings for 
the role of specific gene variants for other addictive disorders are not 
available (Enoch and Goldman, 1999). Segregation analyses suggest that 
a major gene is not likely to be operative in alcoholism or in other 
addictive disorders but that vulnerability to addiction and the disease 
pathology itself may be under the influence of many genes, perhaps on 
several chromosomes. The triggering of addiction may be influenced by 
interactions with multiple environmental components. Like most other 
common diseases, such as cancer, the addictions are complex in origin. 
The effect of volition, including choice of lifestyle, and of factors that act 
at the level of the whole community, such as the cost and availability of a 
drug, are salient. Yet vulnerability to the addictive disorders is strongly 
related to individual genotype (Enoch and Goldman, 1999). 
Furthermore, studies have shown that while there may be a genetic 
predisposition to substance abuse, its existence does not mean that 
national or ethnic differences in drug consumption are also genetic in 
origin. A focus on the genetic contribution to addiction does not shed 
light on the factors contributing to the large geographical differences in 
heavy consumption of drugs. Neither do genetic differences help to 
explain changes in using behaviour over time, in terms of aggregate or 
individual consumption. A genetic predisposition is clearly not sufficient 
to account for addictive behaviour (Boymal, 2003). 
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Peele and Degrandpre (1998) also argue that addiction cannot be 
defined strictly in terms of the addicted organism and a chemical 
substance, and that drug problems can never be isolated from cultural and 
other contextual factors nor from the situation of the actor. In their article 
they review animal laboratory and human epidemiological studies to 
show that environmental factors ultimately determine drug use. They 
come to the conclusion that there is no disagreement between animal 
models of drug taking and naturalistic drug use: in both spheres all drug 
use depends on individual history and prevailing environmental 
circumstances. 
The genotype-environment relationship is described by a term from 
quantitative genetic theory referred to as genotype-environment 
correlation: the extent to which individuals are exposed to environments 
as a function of their genetic propensities. These correlations are 
important in the study of psychopathology because they identify 
environments that may maintain the expression of underlying genetic 
liabilities for a disorder. Jang et al. (2001) in a twin study examined the 
correlation between genetic liabilities for alcohol and drug misuse with 
perceptions of the social environments of the family of origin and the 
classroom. The primary finding of the study was that pathological 
alcohol and drug misuse was correlated with decreases in perceived 
family moral-religious emphases, family cohesion, and classroom task 
orientation and increased perceptions of classroom order and 
organization. 
Also, Pickens (2001) indicates that the genetic mechanisms 
underlying opiate and cocaine dependence appear to be fundamentally 
different. They point out that findings from a recent twin study (Tsuang 
et al. 1998) suggest that little genetic variance is shared between cocaine 
and opiate dependence, unlike between cocaine and other abused drugs. 
This again reminds us that it is necessary to conduct studies that only 
examine one specific drug rather than drugs in general. Whether a 
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common genetic vulnerability to addiction to different substances exists 
or whether susceptibility is individual to particular drugs needs to be 
determined (Enoch and Goldman, 1999). 
There appears to be consensus that addictions are multi-factorial 
disorders that are genetically and environmentally influenced and that 
genetic vulnerability to drug addiction is complex, this difficulty being 
magnified by the role of environmental factors (Duaux. et al. 2000). 
Research into the genetic factor can be very important in number of 
ways. An informed understanding of the concept of genetic vulnerability 
can be especially valuable for the children of addicted people, who may 
use the information that they are at higher risk for addiction to make 
informed choices about sampling or avoiding drugs. And while the 
ostensible symptoms of addiction overwhelmingly consist of social or 
cultural transgressions, its underlying nature is generally located in one 
or another sort of bodily pathology, deficit or vulnerability. In view of 
this fact, addiction research can provide opportunities to explore 
empirically how our bodies are variously configured as causal forces 
under different social conditions (Weinberg, 2002). Further 
identification of vulnerability genes in drug abuse will be confronted 
with the importance of environmental factors in the phenotypic 
determination and with the difficulties of building models to study the 
interaction between genes and environment (Duaux et al. 2000). 
1.4.2.1. Problems With The Genetic/Physiological Model 
In all addictive behaviours there appears to be a role played by 
physiological mechanisms, and potentially by genetic factors in the 
behaviour's initiation, problematic long-term use, abuse and dependence. 
However, there are many questions and concerns about assigning sole 
causality or primacy to genetic/physiological factors (Newlin, Miles, van 
den Bree, Gupman and Pickens, 2000). Because so many different 
individuals can become addicted to so many different types of substances 
or behaviours, biological or genetic differences do not explain all the 
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cultural, situational and intrapersonal differences amongst addicted 
individuals and addictive behaviours (Cadoret, 1992). 
A telling marker is also the change of definition in the DSM-IV, in 
that the distinction between abuse and dependency based solely on 
physiological tolerance has been practically eliminated. 
1.4.3. Personality/Intrapsychic Models 
Addictive behaviours; have often been conceptualised as a symptom 
of more historical, intrapsychic conflicts. Proponents of this perspective 
point to the Erequent correspondence between drug abuse and a diagnosis 
of antisocial personality disorder as evidence of drugs being a symptom 
of a larger psychological problem (Weiss, 1992). For instance, McAree, 
Steffenhagen, and Zheutlin (1969) found gross-multiple drug users in a 
college population to differ far more from non-users on NPAPI clinical 
scales than did users of marijuana only. In fact, a high incidence of 
characterological problems among heroin addicts has been well 
documented (Berzins, Ross and Monroe, 1971; Sutker, 1971; Sutker and 
Allain, 1988). The marijuana group ( in McAree et al. 1969) differed 
from non-users on only one scale, while multiple drug users differed on 
seven, including those for psychopathic deviation, hysteria, hypomania 
and schizophrenia. Overall they were more disturbed emotionally than 
either non-users or users of marijuana only. However, part of the 
difference in description may be due to differing perspectives: a clinician 
interested in the 'premorbid' personalities of illicit drug users and a 
psychometrician testing their present personalities might well disagree in 
their observation and conclusions. McAree, Steffenhagen and Zheutlin 
(1972) pose the question of whether the evidence of emotional 
disturbance is a function of drug use, or drug abuse a function of 
emotional disturbance, and claim, 'intuitively', to sense a strong 
relationship between "creativity", college dropouts, emotional instability 
and drug use, even wondering whether drug use is the equivalent of 
dropping out of college for some students. They argued that drug use 
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and drug abuse should be considered discrete phenomena. On the basis of 
the NUVIPI, no major personality characteristic differentiated marijuana 
only users from non-users, but several scales differentiated the gross- 
multiple user from the non-user (however it was also true that some 
heavy drug users did not score as emotionally unstable on the MMPl 
pathology scales). One of the same researchers on the MNVI 
(Steffenhagen, 1974) suggested that the "marijuana user did not differ 
significantly from the non-user on scales of pathology but that the 
multiple drug user (marijuana and dexedrine) was distinguishable Erom 
the non-user to some extent and the gross-multiple drug user was clearly 
distinguishable" and concluded, "thus different drug usage patterns 
reflected different personality profiles". (1974 : 37). 
Many other studies have shown narcotic users as having different 
character structures (from non-addicts), as well as demonstrating 
measurable differences on emotion profiles (Cox, 1985). It has also been 
shown that heroin addicts have significantly elevated scores on scale four 
(sociopathy) of the MMPL "This suggests that addicts have at least a 
tendency to be more socially deviant than non-addict prisoners. Whether 
their sociopathy is a ftmction of years of manipulating, stealing and 
conniving to acquire daily illicit drugs and to escape detection, or a 
precipitating factor in their becoming heroin dependentý is a problem for 
research" (Sutker, 1971 : 167). Astin (1963) showed that equally high 
scores on scale four have different clinical implications, depending on the 
internal composition of contributing factors and Lykken (1957) 
differentiated primary and secondary sociopaths on the basis of manifest 
anxiety. Steffenhagen (1974) also claimed that self medication (i. e., 
taking drugs in order to feel normal) has been underestimated as a factor. 
This is corroborated by work on smoking, obesity, and alcoholism 
(Brownell et al. 1986). 
However, Botvin (1986) suggested that while psychosocial factors C, 
appear to be primarily responsible for the initiation of substance use, as 
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use becomes more regular, psychopharmacological factors become 
increasingly important in reinforcing and maintaining regular patterns of 
use (Meyer and Mirin, 1979). Ray (1972). Mizner, Barter and Werme 
(1970) found, for instance, that while curiosity was the primary stated 
motive for initiating marijuana use, pleasure was the most frequently 
stated reason for continued use. There have been other similar findings 
(e. g. Goode, 1970; Keeler, 1969; Rouse and Ewing, 1972). Trice (1966) 
has floated the concept of the pre-alcoholic personality, suggesting that 
there may be pre-disposing personality factors, which could be a 
necessary but not sufficient condition for drug use to occur. 
An overview of psychological models of addiction would not be 
complete without the inclusion of psychodynamic formulations and 
theories, because this perspective has influenced much of the thinking 
behind the psychological work carried out in clinical settings. It must be 
noted that this perspective is largely ignored in reviews and texts of 
addiction. 
On the one hand, there have been minimal contributions from this 
perspective to the theoretical and conceptual developments in this field 
(Hopper, 1995). On the other hand, in treatment settings it has had, and 
still has, a large influence. This paradoxical situation is due to the 
domination of relationship-based models or philosophies of treatment in 
specialised treatment settings dating from the sixties and seventies. The 
assumption was that the addict will achieve abstinence through the 
process of a therapeutic relationship with a drugs worker. Counselling, 
which became the main intervention, was based on psychodynamic 
assumptions but was often carried out by individuals with little or no 
training in psychodynamic therapy. It could be argued that much of this 
work took place under a pseudo-Rogerian humanistic banner with little 
or no acknowledgement of the underlying psychodynamic processes. 
Like most other schools of psychotherapy at different times in their 
historical development, the humanistic counselling perspective has thus 
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far had little to say on the specifics of addictive patterns, and could be 
seen as having no identifiable model for addictions. 
However, Rogers' (1951) concept of distorted symbolisation 
encompasses a broad range of ideas that indicate how the individual may 
acquire attachments to behaviours or items that are ultimately destructive 
to them, despite apparent early benefits in the individual's experience of 
them. 
It can be argued that this approach may not facilitate change in 
addicted individuals, although Rogers' own early research findings were 
to the contrary (Rogers, 1961). The psychodynamic processes, such as 
transference and counter-transference, projection, projective 
identification and denial, which appear to dominate the counselling work 
that goes on in many addiction treatment settings, takes place without the 
supervision and theoretical framework such work requires. This lack of 
framework or clarity could account for much of the 'stuckness' that is 
seen in psychological work in addiction treatment settings and is 
arguably damaging to both client and counsellor. 
The psychodynamic umbrella encapsulates a range of viewpoints or 
schools of thought. These range from the psychoanalytical school, to 
analytical psychotherapy, to transactional analysis. Theorising about the 
development and maintenance of drug addiction has largely come from 
the psychoanalytic school. The theory postulated by Hopper (1995) 
encompasses many of the previous theoretical formulations. Hopper 
(1995) suggests that the main cause of the addiction syndrome is the 
unconscious need to entertain and enact various kinds of homosexual and 
perverse phantasies and at the same time to avoid taking responsibility. It 
is hypothesised that specific drugs facilitate specific phantasies and using 
drugs is considered to be a displacement. Yet perhaps the most salient 
aspect of the theory is the link Hopper (1995) makes with traumatic 
experience. He argues that the addiction syndrome is also hypothesised 
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to be associated with life trajectories that have occurred within the 
context of traurnatogenic processes, the phases of which include social, 
cultural and political factors, encapsulation, traumatophilia and 
masturbation as a form of self-soothing. Glover (1932), in Hopper 
(1995), claims that addiction is associated with primitive or 'psychotic' 
anxieties, and is therefore intermediate between the perversions and the 
psychoses. Also, he claims addiction to be based on a compulsion to 
obliterate internal objects, and not on a search for bliss in terms of a 
fixation in an oral stage of development. Much of this work has been 
treated with scepticism by mainstream researchers, in part based on the 
claim that psychoanalysis is a hermeneutic and is therefore deemed as 
'unscientific'. 
1.4.3.1. Problems With The Personality/Intrapsychic Models 
Although it seems logical to assume a role for internal personality 
dynamics in the addiction process, the evidence to date does not fully 
support the existence of an addictive personality that will predictably and 
reliably result in development of dependence on any or all of the 
addictive behaviours. However, certain personality factors appear to 
contribute to the development or establishment of an addictive behaviour, 
and do account for some of the needed explanation for addiction (Nathan, 
1988). The lack of evidence has been one of the most often quoted 
reasons to reject these approaches. However, it needs to be pointed out 
that this is a very broad and disparate field, and at times evaluation 
methods have been employed that are specific to one approach, but not to 
others. It is not surprising for instance that psychoanalytic theory does 
not hold up when evaluated under a positivist fi-amework - very different 
assumptions underpin these approaches. 
1.4.4. Coping/Social Learning Models 
Under these models, addictions are considered to be the result of 
poor or inadequate coping mechanisms. Unable to cope with life 
stresses, addicts turn to their addiction for escape or comfort (Wills and 
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Schiffman, 1985). From their perspective, individuals use substances as 
an alternative coping mechanism and rely on their drugs to manage 
situations, particularly those that engender feelings of frustration, 
anxiety, anger or depression. Ability to cope with stress has been 
identified as a critical deficit area in many theories and models of 
addiction, in particular emotion-focused coping (Pandina, 1992). 
The social learning perspective emphasises social cognition and not 
simply coping - this approach tends to focus more on cognitive 
expectancies, vicarious learning, and self-regulation as explanatory 
mechanisms for addictions (Bandura, 1986; Maisto, Carey and Bradizza, 
1999). Derived from the principles of social learning theory (Bandura, 
1977), cognitive psychology and experimental and social psychology, the 
'addictive' behaviours model sees addictions as over-learned habits that 
can be analysed and modified in the same manner as any other habits 
(Marlatt, 1995). Taking substance misuse as an example, this model sees 
the development of the addiction taking place on a continuum, from 
experimentation, recreational use, problematic use, to dependence. The 
continual, excessive use and 'loss of control' marks the endpoint of 
dependence. According to this model, an individual's position at each 
point on this continuum is governed by processes of learning. The 
determinants of addiction could include situational and environmental 
antecedents, beliefs and expectations, the individuals' family history and 
prior learning experiences, the consequences of the addictive behaviour 
and social factors (Marlatt and Grodon, 1985). A key assumption in this 
model is that addictive behaviours are maladaptive coping mechanisms 
that have led to negative consequences for the individual in terms of 
health, social status and self-esteem. The key cognitive processes related 
to addictions are defined as self-efficacy, outcome expectations, 
attributions of causality and decision making (Beck, 1993; Marlatt, 
1995). A number of models of addiction and interventions have been 
developed on the basis of these processes. For instance, Beck's (1993) 
cognitive model describes addictive behaviours arising out of the 
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interplay between layers or levels of beliefs. Core beliefs or core 
schemas of an individual are activated by a critical incident, giving rise to 
cravings. These cravings in turn activate permissive beliefs to indulge in 
the addiction, subsequently leading to the addictive behaviour. Drug 
addicts (Callner and Ross, 1978; Cheek and Mendelson, 1973) also 
demonstrate a low level of assertive and social skills. Cheek and 
Mendelson (1973) conducted a series of inter-related studies which 
examined the relationship between level of social competence and 
interpersonal functioning of individuals with histories of psychiatric 
hospitalisations. The results of these investigations indicate a significant 
correlation between a patient's post hospitalisation success and his pre- 
morbid level of social competence. The social learning perspective also 
emphasises the role of peers and significant others as models. 
Advertisers who use sports figures to promote a product clearly employ 
social influence principles (Goldman, 1999). 
1.4.4.1. Problems With Coping/Social Learning Models 
These models have become quite popular among addiction 
researchers and clinicians (Wannigaratne, Unnithan and Strang, 2001). 
However, many successful business people and athletes who appear to 
have good general coping skills get ensnared by addictive behaviours. 
Generalised poor coping cannot be the only reason individuals become 
addicted (Schinke et al. 1991). This seems particularly true for people 
who engage in the behaviour because of the positive enjoyment effects 
and not simply the relief of problematic emotions (Orford, 1985). 
However, even if coping defects are not the critical reason for the 
acquisition of addictive behaviours, one important consequence of 
addiction is a narrowing of the addicted individual's coping repertoire. 
Coping, then, may be more important as a way to remedy the 
consequences of an addiction than as a contributor to its acquisition 
(Shiffinan and Wills, 1985). 
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1.4.5. Conditioning/Reinforcement Behavioural Models 
Reinforcement theory seems an appropriate explanation for the 
subtle physiological effects of substances as well as for drug seeking 
elements of addictive behaviours (Barrett, 1985). Reinforcement models 
have been used to understand the initiation of addictive behaviours, as 
well as their stability, which makes them difficult to modify. These 
models focus on the direct effects of the addictive behaviour, such as 
tolerance, withdrawal and other physiological responses/rewards 
(Solomon and Corbit, 1977). 
Pavlovian conditioning and its variations have also been used to 
understand addiction (Hinson, 1985). Equally, motivational theory views 
repetitive behaviours such as chronic drug misuse as changing the 
motivational system underlying that behaviour (West, 1991). The 
concept of habit strength based on conditioning theory is said to play a 
part here. This refers to the causal link between a stimulus which is a cue 
to an action and the subsequent action. It has been argued that it may 
involve the enhancement of synaptic connections in the automation of 
psychornotor skills (West, 199 1). The action of the drug itself may act to 
distort motivation. Motivational distortion theories can explain why 
relapse and craving can occur in the absence of withdrawal distress and 
why it takes time for an addiction to form. 
One of the most salient features of addiction is that with the 
increased motivational strength of drug related behaviour there is a 
severe attenuation of the motivational properties of other reinforcers: for 
example, food and sex. The disruption of the previous motivational 
hierarchy, where motivation towards behaviours essential for survival 
and well being become less important compared to motivation towards 
drug-related behaviour, has been terined motivational toxicity (Bozarth, 
1990). 
1.4.5.1. Problems With Conditioning/Reinforeement Models 
There is substantial evidence for the role of conditioning and 
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reinforcement effects in addictions. However, models that use only these 
two principles to explain acquisition and recovery appear to have 
difficulty explaining all the phenomena of addiction and change (Adesso, 
1985). Once addicted, even severe punishing sequences seem to be 
unable to suppress or extinguish the behaviour (Orford, 1985). Even 
after long periods of abstinence, extinction appears problematic under 
certain conditions - for example, women who stop smoking during 
pregnancy have the addiction reappearing after birth (Stotts et al. 1996). 
The conditioning/reinforcement models offer some insight into the 
creation of substance use problems and into situational cues that can 
promote relapse (Marlatt and Gordon, 1985), but they do not sufficiently 
explain the whole of addiction. 
1.4.6. Compulsive/Excessive Behaviour Models 
The difficulty of stopping or successfully modifying addictive 
behaviours has led to the development of models that focus on the 
repetitive nature of addiction. Those who compare addictions to 
compulsive behaviours most often come from either analytic 
perspectives, where addictions are seen as reflecting deep-seated 
psychological conflict, or from a biologically based view that compulsive 
behaviours represent a biochemical imbalance reflected in brain 
neurotransmitters (Orford, 1985). Analytic approaches would envisage 
the solution to lie in tenns of intrapsychic conflict resolution; the 
biological approaches would explore psychoactive pharmacological 
treatments to bring the addiction under control. The compulsive 
behaviour explanation argues that the compulsive behaviour, such as 
drug taking, is less important than the compulsive mechanism that z: I 
somehow becomes attached to this behaviour (Schinke et al. 1991). 
The excessive appetite model developed by Orford (1985) attempts 
to provide a psychological explanation for addiction outside the neuro- 
adaptation model. The fundamental premise of this theory is that an 
attachment or an addiction to a substance or an activity can be formed by 
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psychological processes rather than neuro-adaptation, tolerance and 
withdrawal as in psychobiological formulations (Orford, 1995). A 
structure for an alternative model has emerged from a study comparing 
drinkers with gamblers (Orford and Somers, 1996). This model suggests 
that processes involving three sets of factors (primary, secondary, 
tertiary) contributes to the maintenance of an addiction and are 
independent of psychobiological factors. According to the model, the 
primary factor is the incentive motivation-focus of positive rewards as 
opposed to avoidance of withdrawal distress. This could involve 
memories of past rewards (positive outcome expectancies). Evidence 
supporting this view has also come from research within the 
psychobiological framework where positive incentive seems to offer a 
better explanation for addictive behaviours than drive reduction (Bozarth, 
1990). The secondary factors in this model, consistent with drive 
reduction formulations, are said to act to consolidate and strengthen 
attachment to an addictive object. New drives are set up as a result of 
strong and negative emotions associated with the addictive behaviour and 
are enhanced by the operation of cognitive defences (for example, denial 
and rationalisation) that prevent the person concerned from seeing his or 
her situation objectively. The tertiary factors in the model are described 
as factors associated with harm resulting from the excesses of the 
addictive behaviour (for example, loss of self respect, relationships and 
employment). This may set up a cycle or cause a further increase in 
addictive behaviour (increase of incentive value and addiction life style) 
or motivate attempts to change. A study which has operationalised this 
model and measured attachment across twelve areas (strong desire, 
preoccupation, acting against judgement, loss of control, non-social 
activity, acquiring money for the activity by special means, feeling 
addicted or dependent, feeling depressed or guilty as a result, being 
criticised by others, feeling the need to change) by use of a twenty-four 
item questionnaire found a very similar pattern of response between 
gamblers and problem drinkers (Orford et al. 1996). The same study 
investigated the relationship between this measure and that recorded by 
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an instrument that was developed to measure the severity of dependence 
(SADQ: Stockwell et al., 1979) within a neuro-adaptational framework. 
Significant differences were found on all scales between gamblers and 
problem drinkers in a predicted direction. The psychological model 
outlined above appears to offer an alternative to the established neuro- 
adaptational model of addiction. 
Ironically, evidence supporting psychological theories of 
dependence has come from biological research into neural networks and 
neurochemistry, particularly the neurobiology of craving. Evidence for 
opiates activating neural mechanisms affecting both positive and 
negative reinforcement processes has been found (Wise, 1988). The 
negative reinforcement process supports the avoidance of withdrawal 
theory and the positive reinforcement process supports the excessive 
appetite theory. The discovery of positive mechanisms also explains 
dependence in the absence of physical dependence (Bozarth and Wise 
1984; Deneau et aL 1969). Biological animal studies of opiate addiction 
have concluded that reinforcing effects of opiates are temporally, 
procedurally, neuroanatomically and neurochernically dissociated from 
their physical dependence producing effects (Bozarth, 1994). This work 
also discusses the central role dopamine plays in the neurochemistry of 
addiction. 
1.4.6.1. Problems With The Compulsive/Excessive Behaviour Models 
Although the compulsive and excessive models share a number of 
common explanatory components, they can differ dramatically in their 
suggested treatments. The connection between the addictive behaviour 
and the psychological functioning of the individual is highlighted under 
these models, but both disregard some important elements (Donovan and 
Marlett, 1988). Compulsive models disregard the unique contribution of 
the various types of possible addictive behaviours, while the excessive 
model does not sufficiently explain how it underpins all addictions, and 
is not explicit enough about how the process might work (Donovan and 
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Marletý 1985). 
1.4.7. The Integrative Models 
The most frequently cited critique I have offered for most of the 
above models is that they only account for or explain addiction in part. 
There are a number of approaches that have endeavoured to integrate 
various strands to give a more comprehensive explanatory model. For 
example, Jessor, Jessor and Finney (1973) have, in their formulation of 
social leaming theory, attempted to articulate how cultural and social 
factors interlink with individual ones. Kohn and Mercer (1973) state that 
this theory is appealing in that it begins with a set of external social 
conditions and predicts whether deviant behaviour will occur. 
Subsequent work by Jessor et aL (1973) also demonstrated that the model 
worked well in predicting problem drinking among Italian-American 
youth in the Boston area. It did not work well, however, when applied 
to Italian youth in Italy. This suggests the operation of another variable: 
cultural conceptions of alcohol. Heavy alcohol use is defined as a means 
of escaping one's problems and frustrations in American but not Italian 
society. Variants of Jessor et aL (1968) social learning theory of 
deviancy have been applied to marijuana use (Jessor, Jessor and Finney, 
1973; Sadava, 1971), as well as marijuana and psychedelic drugs (Davis, 
1972). As Davis aptly pointed out, correlational findings cannot 
necessarily be interpreted as supporting such a theory: e. g. if alcoholics 
are found to be downwardly mobile as the model would predict, it is still 
unclear whether they drink because things have gone wrong for them, or 
things are going wrong for them because of their drinking. There is a 
need here for longitudinal studies, of which a few have been reported 
(Jessor, Jessor and Finney, 1973; Sadava, 1971). On a related point, 
Zeichner, Pihl and Wright stated that "one might hypothesise that there 
are many routes to drug abuse and, consequently, that there is not just 
one type of personality that is susceptible to addiction. Thus, low social 
skills, psychopathy, tempting environmental exposure, a high level of 
frustration, all may heighten the probability of drug abuse" (1977). 
51 
Another early attempt at integration was the work of Steffenhagen 
(1974), who describes changing social conditions which leave people 
feeling confused and unsure about their identity. Thus drug use is seen as 
a way of helping the individual cope with the intra-psychic stress 
produced by external cultural stress. As he points out, "The motivation 
to use drugs is based upon many interrelated factors: the personality of 
the individual, the cultural environment the social setting, and individual 
attitudes" (Steffenhagen, 1974). 
The most comprehensive model of integration is presented by 
Donovan and Marlatt (1985). They argue for the biopsychosocial model 
as an integration of biological, psychological and sociological 
explanations, stating that addiction appears to be an interactive product of 
social learning in a situation involving physiological events as they are 
interpreted, labelled and given meaning by the individual. 
1.4.7.1. Problems With Integrative Models 
Although the proposal of an integrative model arguably represents 
an important advance over the more specific, single-factor models, 
proponents of the biopsychosocial model and other integrative models 
have not sufficiently demonstrated how the integration of the various 
elements occurs. Without a pathway that can lead to real integration, 
integrative models often only represent semantic linking of terms, or at 
best a partial integration. As such it allows individuals to use an 
integrative term while paying only lip service to aspects other than their 
primary area of expertise (Schulenberg, Maggs, Steinman and Zucker, 
2001). These authors also argue that to date, there has not really been a 
fully functional integrative model that explains how individuals become 
addicted and how the process of recovery from addiction occurs. 
1.5. POSITION OF THE THESIS 
Ghodse (1990) warns that while recognising that very different 
situations may share hidden commonalities, many theories seem to be 
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saying more about the viewpoint of the investigator than about the 
dependent state they attempt to describe, and as such cease to be helpful 
in getting to grips with the phenomenon of drug dependence at ground 
level. Hence caution ought to be exercised. Equally, the whole notion of 
integration needs to be examined. Having offered a comprehensive 
review of the various theories of addiction, a critique will now be 
presented, culminating in an argument for a fitting theoretical framework 
for this thesis. It is not possible to offer a concrete 'solution' to the 
dilemmas already raised in this review of the various addiction models. 
However, a stance needs to be assumed in order to provide a rationale for 
the current thesis. The argument presented here is as follows: 
1. Many of the models of addiction are medical in nature. As such, 
they almost function in a 'technological' manner. In other words, 
it is assumed that by isolating a variety of symptoms, and by 
submitting these to some form of treatment, addiction will be 
contained and cured. Based on empirical research, there is in fact 
little psychological theory that allows an understanding of the 
nature of addiction itself - although theory is applied to dealing 
with its symptoms. 
2. Viewing the human condition through a medical lens is 
reductionist - it reduces addiction to a set of symptoms, without 
taking a holistic view. While attempts have been made to go 
beyond this (for example, the biopsychosocial model of 
addiction), it could still be argued that in particular the social and 
psychological aspects of this model are not sufficiently broad, nor 
are they sufficiently integrated with the biological and medical 
aspects. In other words, the addict and his/her addiction is still 
not comprehensively contextualised. 
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3. The empirical foundation on which many addiction models are 
based are medical, psychiatric and psychological, which at worst 
means that what is investigated is a series of variables, at best an 
individual. It can therefore only go so far in accounting for how 
an individual experiences addiction, what this means to them, in a 
specific social, political and moral situation. Thus, different 
bodies of knowledge need to be brought into the equation, such as 
anthropological and sociological theory. 
4. While psychoanalytic theories have received much criticism (in 
particular for their alleged inability to 'cure' addiction), their 
insights (particularly as expressed in the early Frankfurt School 
work) can be useful in constructing a theoretical framework at 
multiple levels of aDalysis. 
5. A key concept that has not been fully explored in relation to 
addiction is the concept of alienation. Rather than focusing on 
disease in a solely individualistic way, the notion of alienation 
also embraces social, political and moral issues. Theoretically, it 
seeks answers to account for causality of phenomena from a 
broader spectrum. For this reason, this thesis will attempt to 
apply this more encompassing lens to the study of addiction. 
6. Further, drug use as a coping mechanism to defend against this 
alienation will be explored. 
In short, what I propose to integrate are elements of a socio- 
environmental, intra-psychic and cognitive approach in order to account 
for addiction in two cultural settings. 
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CHAPTER TWO: A THEORETICAL 
FRAMEWORK LINKING ADDICTION 
WITH ALIENATION AND 
ASSERTIVENESS 
2.1. INTRODUCTION 
"By alienation is meant a mode of experience in which the person 
experiences himse4f as an alien. He has become, one might say, 
estrangedfrom himseýf He does not experience himsetf as the centre of 
his world, as the creator of his own acts, but his acts and their 
consequences have become his masters, whom he obeys, or whom he may 
even worship". Fromrn (1974,: 120). 
In this chapter, the theoretical lens will be broadened to include the 
concepts of alienation and assertiveness. Specific emphasis will be 
placed on psychoanalytic insights. The role between these theoretical 
perspectives will be explored. 
2.2. DEFINING ALIENATION 
Alienation is a term that is frequently used to describe a sense of 
crisis. Alienation, in this sense, becomes a description of human suffering 
in all its vicissitudes. The concept has been in the eye of the storm of 
many a debate between political theorists, sociologists and psychologists 
alike. Its subscribers have, over the years, exhibited Lewis Carroll's 
dictum by making it mean largely what they wanted it to mean, 
regardless of how scholars in their own or other disciplines had defined it 
previously. Srole (1956) suggested a continuum of 'self-to-others' as 
being the basis for this construct. Lichtheim (1979) traced the concept of 
alienation or "estrangement" back as far as the writings of Plotinus, 
whose doctrine of emanation postulated a progression from an ultimate 
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indefinable source or principle to a multiplicity of finite beings, matter 
being the lowest stage of manifestation, and the antithesis of the One. 
The term "Ent/reindung" (which Hegel subsequently used) occurs in 
Middle High German literature, and "alienation" dates back through 
Middle English and old French to classical Latin. The Latin term was 
"alienatio" (belonging or pertaining to another). One of the principal 
Latin uses of the idea of alienation was in connection with property. In 
this context alienation means, 'to transfer the ownership of something to 
another person'. It is to cause something quite literally to come to 
'belong to another'. 
Hegel's term "Enyýemdungl' may be translated as 'self-alienation', if 
it is borne in mind that he used it in a christological sense and context. 
For Hegel, alienation was an ontological fact, rooted in the nature of 
man's existence in the world. There was an inherent dissociation between 
man as a subject and man as an object (that is between man as a creative 
subject seeking to be, and to realise himself, and as an object influenced 
and manipulated by others), so that man's own creations stand outside 
him as alien objects: namely his mind and his consciousness. 
This view was rooted in German Idealism and in a metaphysical 
perspective. The German philosopher Ludwig Feuerbach (1984) and Karl 
Marx (1844) transformed alienation into a secular and materialistic idea. 
The evil that was alienation was a product of specific forms of social 
organisation. In Marx's writings, the idea of socialism is powerfully 
linked with the idea of alienation: under capitalism, man is alienated 
from his human nature. Although his labour upon natural objects 
produces the value of the finished goods, he does not receive this value. 
Instead, his labour is bought and sold according to its commodity value. 
Thus capitalism, by reason of organising human beings into classes 
(defined by their relationship to the means of production), produces 
antagonistic conflicts of interest between men. In this sense, " the game 
of alienation is played out under capitalism in the ghostly form of class 
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struggle" (Kaplan, 1976). According to Marx, the only way to escape 
alienation, and its consequent false consciousness, is by transforming 
capitalism into socialism. For Feuerbach, the source of alienation lay in 
the institution of religion: the myths of divine power were merely ways 
in which man projected his own humanity outside himself, locating his 
own capacities and sensibilities elsewhere. Overcoming alienation 
required a humanistic religion of man, not of God. It was Marx who then 
completed the secularisation process. He believed that it was man's 
nature to realise himself in work, but this is denied to him by the 
economic system. The person will be alienated in a world turned upside 
down, where the worker becomes poor, whilst the rich owner is getting 
richer. Thus he believed the key problem was not in Hegel's 
"dissociation", or in Feuerbach's "religion", but was the alienated labour 
under capitalism. Work was forced, rather than spontaneous and creative 
workers had little control over the work process; the product of labour 
was expropriated by others to be used against the worker. According to 
Marx, alienation consisted of the fact that man did not fulfil his "species 
being" in work; the essence of man remained unrealised. 
With the rise of sociology and the idea of "value-free" science, the 
disillusionment inherent in the acceptance of a situation is construed not 
as "estrangement" from a better, more whole world, but stoically, as a 
coming to terms with reality. This is paralleled in Freud's late works, 
"The Future of an Illusion" (1962), and "Civilization, Society and 
Religion" (1965). Here Freud suggested that religion, as an expression of 
idealism about the nature and possibilities of humankind, is mistaken; 
that in order to 'grow up', we must put away these childish longings, and 
come to terms with the 'fact' that there are no answers, no salvation, no 
hope of perfectibility. For Freud and his followers, self-estrangement is 
seen to lie in the split between conscious and unconscious forces in the 
personality. The person is out of touch in the sense that repressed and 
unacknowledged desires motivate his/her behaviour. 
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Thus, the evolution of alienation progesses from a philosophical 
idea to a secularised scientific concept. In fact, the concept has 
undergone quite as many vicissitudes since it was appropriated in the 
name of the recurrent tension between a definition of it as a subjective 
state of individual consciousness, and a definition focusing on an 
objective condition of society. It is also partly due to the way, possibly 
because of this apparently intrinsic ambiguity, researchers used alienation 
to mean what they wanted it to mean, with predictably confusing results. 
Nettler (1957) argues that the application of the label 'alienated' is far 
from morally neutral, and in fact both evaluates behaviour and positions 
the evaluator: "Not merely the definitions, but also the evaluations of the 
alienated man, vary with what he appears to be estranged from, and how: 
if he is a foreigner to himself, this is usually "bad" although this may be 
called "good" if he loses himself in an approved manner as through 
religious ecstasy or art. If however, he is discomfited by his own society, 
this is called "good" or "bad", depending upon society, or the critic, or 
whether the estrangement leads to "creative insights" or to "immersion in 
the mass media". Maslow (1954 : 71) went even further, and took the 
view that a degree of felt alienation, given the condition of modem life, is 
not a sign of pathology but of psychological health: it must be a 
characteristic of the fully functioning individual, at least in our society. 
The turning point seems to have come in 1959, when Seeman 
published his classic paper offering an elucidation of the concept into a 
cluster of five sub-concepts, which formed the basis for research 
endeavour for the following twenty years. As Seeman (1959) remarks in 
the introduction to his paper, "a concept that is so central in sociological 
work, and so clearly laden with value implications, demands special 
clarity". He goes on to identify five logically distinct usages of the term 
alienation and then to operationalise each of these five usages into a 
form which can be applied empirically. These are: powerlessness, the 
expectancy or probability held by the individual that his own behaviour 
cannot determine the occurrence of the outcomes, or reinforcements, he 
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seeks; meaninglessness, low expectancy that satisfactory predictions 
about future outcome of behaviour can be made; normlessness, denoting 
a situation where norms are unclear as well as losing their regulative 
force; isolation, referring to the assignment of low value to goals or 
beliefs normally held in high regard by the established society; self- 
estrangement or self-alienation, describing an individual who carries out 
his daily routine without feeling it exemplifies or represents an extension 
of self. A sixth was subsequently added in 1972, cultural estrangement, 
which refers to a person being estranged from one's culture. 
This effort to achieve conceptual and practical clarification has 
provided the fi-amework, even if only to deviate from it, for most of the 
work on alienation which has been done since 1959, the subcategory of 
"powerlessness" attracting the most attention. 
Utilising the concept of alienation has benefits and drawbacks: 
benefits in that it is rich in meanings, drawbacks in that its application is, 
more than is the case with most concepts, tangled up with value 
judgements of complex kinds. It therefore needs to be applied with 
caution, and the specific theoretical perspective that is adopted needs 
careful outlining. 
2.2.1. Psychoanalysis and Alienation 
While the term 'alienation' itself is not much used in the 
psychoanalytic literature, there have been several striking 
characterisations of disturbances of the self system which in fact describe 
a condition of 'alienation from the self. A distinction was made by 
Harris (1971) between social alienation and self-alienation, the former 
referring to feeling alone or apart from others, the latter implying doubt 
about and search for identity. Karen Homey's (1950) work is an 
exception in that she did use the term "alienation from the self' (AFS), in 
discussing these phenomena, and saw it as central to the subsequent 
development of neurosis. 
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The alienated person is out of touch with himself as he is out of 
touch with any other person. He, like the others, is experienced as things 
are experienced, with the senses and with common sense, but at the same 
time without being related productively to oneself and to the world 
outside. Although the concept of alienation as Fromm (1963) sees it was 
new, it implicates economic, social and psychological dimensions as 
well. It extends and varies the philosophical concept which indicates lack 
of self-awareness, or false awareness, or the awareness short of 
identiýyirtg one's characteristics, deeds and acts existing in the world 
outside. As man lives in the outside he, in his immature awareness, is 
isolated from himself. Rosenthal (1983), in his paper 'On Early 
Alienation From The Self, likewise emphasised the crucial role played 
by self-alienation in the development of neurosis and placed the 
occurrence earlier than Homey, in earliest infancy, as a disturbance of the 
attachment phase of development. 
Guntrip (1980), on the other hand, used different terminology to 
point to and discuss some of the same things. He talked about the 
"Schizoid Problem", of "people who have deep-seated doubts about the 
reality and viability of their very (self), who are ultimately found to be 
suffering from varying degrees of depersonalisation, unreality, and the 
dread feeling of not belonging, of being fundamentally isolated and out 
of touch with their world". This is broadly "the Schizoid Problem", the 
problem of those who feel "cut off, apaM different, unable to become 
involved in any real relationships". Guntrip's and Homey's descriptions 
may be rather different, but their delineation of alienation from the self in 
both cases describes a paradoxical attempt on the part of the individual to 
survive through the sacrifice of aliveness. 
In addition, Homey (1950) defined three different selves: 
(1) The actual or empirical self- which is "an all-inclusive term for 
everything that a person is at a given time, body and soul, healthy 
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and neurotic"; 
(2) The idealised self. which refers to "what we are in our irrational 
imagination as opposed to what we should be according to the 
dictates of neurotic pride". (i. e., the impossible self); 
(3) The real self: which she describes as "the original force towards 
individual growth and fulfilment with which we may again achieve 
full identification when freed of the crippling shackles of neurosis" 
(i. e., the possible self). 
In this frame of reference, self-alienation is alienation from the real 
self Whether it is also from the actual self is less clear. These two 
conceptualisations do not entirely map onto each other. The lost self 
could be the real self, but the overlap between the idealised self and the 
false self or between the fragmented self and the idealised self is not self 
evident. Lerner (1985) specifically mentioned the fragmented self as the 
outcome of the process of self-alienation, which might identify the 
fragmented self with the actual or empirical self. Another major exponent 
of the concepts of the false and fragmented selves in the psychiatric 
literature is Laing, whose book "The Divided Self' (1965), created a 
sensation as a phenomenological study of what it means to be alienated 
from one's self. 
Karen Homey, in her book 'Neurosis and Human Growth' (1950), 
further defined real self as the "alive, unique, personal centre of our 
selves: the only part that can, and wants to, grow". In the book, attention 
is then shifted from the real self to those forces in the individual which 
usurp its energies and lead to the formation of a pride system which 
becomes autonomous and exerts a "tyrannical and destructive power". 
Homey then briefly reviews the conditions which could be subsumed 
under the term "alienation from the self', from psychiatric conditions 
involving individuals losing their sense of identity (as in amnesia and 
depersonalisation), to much milder and more nebulous phenomena. She 
noted that alienation from self can concern the material self - body and 
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possessions - as well as the spiritual and emotional self In her view, the 
core of alienation from self is a sense of remoteness from one's feelings, 
wishes, beliefs and energies: it is the loss of the feeling of being an active 
determining force in our own lives. The real self is further defined as the 
source of spontaneity of feeling, interest energy and will, and of the 
motivation to grow and fulfil ourselves. It is distinguished from both the 
actual or empirical self (i. e., the total of what we are), on the one hand, 
and the idealised self on the other (the idealised self is what we are in our 
irrational imagination, or what we should be according to the dictates of 
neurotic pride). So the real self is the possible self (for neurotics), while 
the idealised self is impossible to attain. Homey acknowledges that it 
may be difficult in practice to distinguish neatly between alienation from 
the actual self and from the real self, but chooses to focus on the latter. 
She then turns to analysis of the forces responsible for alienation from 
self, seeing them as a consequence of the neurotic sense that "I'm driven 
instead of being the driver". Self-alienation is also compounded by 
processes which she describes as "active moves away from the real self', 
giving the drive for glory as an example for this phenomenon: neurotic 
pride leading the individual to become ashamed of what he actually is. 
Meanwhile, self-hate represents an active move against the real self. 
Thus for self-alienated individuals, their own life experience has lost its 
quality of personal meaning: their relationship to themselves has become 
impersonal, as has their relationship to their whole lives. Homey asserts 
that alienation from self does not show as directly and blatantly as its 
significance would suggest, except as states of depersonalisation, feelings 
of unreality, and amnesia. She claims that these conditions can only 
occur in people who are estranged from themselves already. The 
precipitating factors are usually severe injuries to pride together with an 
acute increase of self contempt. 
2.2.2. Psychoanalytic Approaches to Addiction and 
Alienation 
Fromm, in his book "The Sane Society" (1963), suggests that the 
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relationship of drug usage, especially marijuana, to rebellion is usually 
characterised by a feeling of apartness from the group rebelled against. 
This estrangement or exclusion is frequently termed, alienation. Erikson 
(1968) pointed to rebellion against the family as a major factor 
contributing to the alienation of young people and their use of drugs, an 
observation which has been supported in other studies (e. g., Burkett, 
1977) who found that the likelihood of marijuana and alcohol use was 
greater among young people who had withdrawn from parental and 
religious relationships. Harris noted that although a cause and effect 
relationship had not been established between alienation and marijuana 
use, it did seem to be the case thatý "alienation, assumed to encompass 
feelings of isolation, powerlessness and normlessness, was present to a 
greater extent in marijuana users than non users" (1971 : 91). 
Wurmser's (1974) work seems to point to a connection between 
drug abuse and self-alienation. He identified three types of drug users: 
experimenters who use the drug a few times to find out what it is that 
others are raving about but find it disappointing, so do not continue to 
use it; recreational users who indulge for the relaxation the drug provides 
rather than for intoxication; and compulsive users who become addicted 
to avoid the distress of depression, anger, rage and anxiety. Wurmser 
also identified three concomitant experiential forces that contribute to a 
narcissistic disturbance: 
(1) There is the family relationship pattern of parents who fail to provide 
positive support during developmental crises. A lack of trust 
develops as a result of their inconsistency. 
(2) There is a specific cause in the psychopathology of the individual 
which is exacerbated by an acute crisis and a massive escape from 
the internal distress. 
(3) There is a conflict of values as well as a pervasive sense of the 
limitations of human existence. 
Belonging to the subculture provides a sense of camaraderie, 
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reflected against the inconsistencies of the family and the culture. The 
seductiveness of the peer group and the availability of the drugs that 
relieve the unbearable inner turmoil allow the drug to become the 
primary source of escape. Drug use, then, is identified by Wurmser 
(1974), as "an attempt at self-treatment for the overwhelming affects of 
loneliness, rage and shame". 
An important addition to the literature linking addiction and 
alienation is presented by Standish (2003). Standish builds on the work 
of Wurmser (1993), Steiner (1987) and Kohut (1994) by presenting a 
theory of the cycle of drug use. Rooted in psychoanalytic theory, he 
argues that once a person becomes addicted to a substance, drug use 
becomes a problem in and of itself with its own dynamics and processes 
- contrary to earlier psychoanalytic work, which generally treats it as a 
symptom of an underlying disorder. In this, he follows Leeds and 
Morgenstern (1996), who suggest that the presenting psychological 
problems of substance users may be the consequence rather than the 
cause of substance abuse. Standish, then, explains the cycle of drug use 
in addiction as a pathological narcissistic organization that interplays 
between the paranoid-schizoid and depressive anxieties. Following 
Steiner (1987), the cycle of drug use is thus seen as a defensive position 
against these anxieties, and this pathological organization distorts the 
process of development resulting in alienation from self It is because of 
the latter that the cycle has to repeated in order to maintain the defences. 
According to Murphy and Khantzian (1995), addiction can be considered 
as a form of pathological narcissism, and it is this form that the 
pathological organization takes in the cycle of drug use. The different 
steps of this cycle will now be discussed as presented by Standish (2003), 
using Steiner's (1987) model and Wursmer's (1993) formulation of the 
drug cycle. Attention will be drawn to the links between addiction, 
alienation and assertiveness. 
Wursmer's cycle, as adapted by Standish (2003), has three distinct 
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stages. The first stage (pre-drug use) is the build-up phase where 
contemplating drug use arises from intolerable tension and where 
phantasy solutions are created. Stage two (drug use) is the acting out 
phase, where acting out in the form of drug use occurs as a defence. The 
third stage (post-drug use) is the time when withdrawal occurs, 
associated with feelings of guilt and unworthiness. 
Stage One 
In the build-up phase, three broad events occur. Firstly, a trigger 
event occurs. Secondly, this increases the levels of tension with no 
prospect of relief except through drug use. Thirdly, drug use is seen as a 
solution to the tension. 
Wursmer (1993) points to four categories of triggers: biological, 
emotional, social and behavioural. All of these can create an emotional 
response that the addict cannot handle. Wursmer describes this 
emotional response as narcissistic crisis, which leads to overwhelming 
affect and to affect regression, defined by Murphy and Khantzian as a 
"global and undifferentiated experience of emotions that can only be 
poorly verbalised and are therefore converted into somatic 
sensations"(1995 : 167). As a result, there is a lowering of self-worth and 
self-esteem. The person is confronted with sensations rather than 
feelings, which are experienced as uncomfortable and overwhelming. 
These painful states lead to the repression of all feeling states, which set 
in place a craving signal - the psychosomatic response that is interpreted 
as the need to use (Flores and Mahon, 1993). 
Stage Two 
There are two broad events in the second stage: the use of drugs, 
followed by a reduction in affect tension. Drugs become the magically 
wished-for solution from the previous phase. According to Wursmer 
(1993), a complex compromise solution (comprising of sudden splitting 
of superego defences against superego functions) that results in enon-nous 
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pleasure and gratification, as the acute narcissistic conflict is 
momentarily resolved. However, through repeatedly resorting to drugs to 
achieve solutions, the addict becomes less and less able to solve his or 
her internal and external world problems. It is in this respect that 
addiction takes on a life of its own; the addict discovers that in the 
absence of other solutions, their distress can only be relieved by 
increasing the use of drugs, as reduced tension follows from the physical 
effects of the drug on the body. According to Wursmer (1993), the 
addict becomes more and more alienated and detached from his or her 
environment due to the effect of the drugs. He points out that the 
pharmacological power of the drug cannot be underestimated. It is 
precisely because of this power, the allowance of an attack on reality, 
that the addict uses drugs as a solution. At a certain point in the cycle, 
the active use of drugs stops, either because none are available or because 
the addict fears that overdose might result. This is the point where the 
third phase commences. 
Stage 7hree 
Steiner (1987) points out that this third stage - withdrawal - is often 
overlooked: the drug cycle does not only involve using drugs, but also 
being deprived. Withdrawal from drugs, according to Wurmser (1993), 
is one of the key factors in continued drug use. There are two phases in 
the withdrawal stage: a phase of reduced drug effect, followed by a phase 
of increasing levels of tension. Withdrawal is initially a physical 
sensation, as the biochemical and pharmacological effect wears off and 
comes down. This is followed by the psychological aspects and 
emotional loss of the substance that is experienced by the addict. He or 
she is caught in a vicious circle where, after the elation of the ego, the 
reverse occurs when the drug wears off and the ego shrinks back, with 
reality taking on exaggerated proportions leading to even lower self- 
esteem (Wursmer, 1993). According to Krystal (1993), drugs do not 
allow the addict to acquire the experience and skills needed to cope, 
hence learning fails - and it is this failure that sets up the cycle for the 
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repeated compulsive pattem of use. Physical withdrawal, loss of affect 
regulation, real time consequences, poor coping skills, shame and guilt 
all contribute to the levels of tension rising again. This increased tension 
sets the stage for a new trigger event to occur, often within a short period 
of time. 
Understanding the cycle 
This theory is a good synthesis of various different theories and 
models of addiction. It is compatible with many other theories in the 
field, even though it may not share their assumptions. For instance, the 
second phase could also be understood by classic conditioning theory; 
medical and pharmacological elements are incorporated. Alienation and 
self-esteem (Bandura, 1986), are integrated, rendering this theory 
comprehensive, complex and sophisticated. Mostly, however, it draws 
on psychoanalytic theory, in particular self- psychology. This 
perspective views addiction as a form of pathological narcissism (Kohut, 
1994), where the addict suffers from a disorder of the self. This focus 
has the advantage that it also takes account of intra-subjective elements. 
In other words, not only is addiction viewed as a medical phenomenon 
which occurs in a specific social context and has emotional and 
psychological ramifications for the addict, it also allows for an in-depth 
understanding of how addiction relates to the person's internal world. 
2.2.3. The Link with Assertiveness 
It is acknowledged that the notion of assertiveness could be 
regarded as controversial. As a concept, it is not politically neutral - it 
could imply that assertion (or specifically the lack of) is seen as weak or 
deficient, and it locates the person (rather than environment) as causal to 
the addiction. Assertiveness is also not culturally neutral, and as such 
could be viewed as a particular Western (especially Northern American) 
concept. Historically, the concept of assertiveness emerged through an 
empowerment discourse in the late sixties, to a certain extent as a 
reaction to psychoanalytic theories which were regarded as ineffective 
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and rather passive. To assert became almost a mantra for being free, and 
individual first and foremost, and for taking a stance - to be assertive is 
to break free from the shackles of the past, and to take control of one's 
life. 
Nevertheless, while the concept may have these inherent difficulties, 
and while it may appear superficial when evaluated alongside to 
psychoanalytic theory, it can be a useful concept when regarded as an 
alternative way of coping. A lack of assertiveness has been linked to 
deficiencies in social skills, linking to alienation, and in turn to 
substitution of drugs as a way of coping (see the Standish discussion 
above, : 64-67). Equally, in the withdrawal stage of Standish's model, he 
points out that drugs prevent learning; hence, the user misses the 
opportunity to acquire the skills by repeating the cycle, to assert 
him/herself in the search for healthy, positive solution. Theoretically, 
this is where the notions of new skill development and assertiveness fit 
in. To state that one should assert oneself against drugs may seem 
reminiscent of the Reagan-era US campaign of 'just say no' -a rather 
simplistic and moralistic attempt in the 'war on drugs' with little 
demonstrated evidence as to its effectiveness. However, some important 
elements can be discerned from this. Many researchers rejected the 
campaign on the basis that it implied blame on the substance user, and 
emphasised 'lack of willpower' as the cause for continuing drug use. 
Yet, if the blame element (which is the moral part) can be removed from 
the reasoning, does the free will element hold any currency? 
2.2.4. Disease or Free Will? 
This argument is discussed at length by Schaler (2000). He argues 
that the crux of the debate on addiction is the contention between, on the 
one hand, the disease model and, on the other hand, the free will model. 
Schaler argues that the disease model has outlived its usefulness in the 
field of addiction, just as it had done some decades earlier in dealing with 
homosexuality. In rejecting the disease model, he argues for a model of 
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free will, where it is acknowledged that humans are capable of deliberate 
action in the pursuit of chosen goals. Although he acknowledges that 
much human behaviour is not carefully thought out, he maintains that the 
acting person may at any moment pay more attention to thoughtless C, 
behaviour, and consciously modify it. In his argument, he distinguishes 
between voluntary human action and involuntary unconscious reflexes or 
seizures. Theoretically, Schaler anchors his argument in the concept of 
self-efficacy (Bandura, 1986). Self-efficacy is a person's confidence in 
his/her ability to achieve a specific goal in a specific situation. It refers 
to the ability people believe they possess to affect a specific behaviour or 
to accomplish a specific level of performance. Assertiveness training is 
one way of increasing self-efficacy (Bandura, 1986). Schaler (2000) 
sums up the different assumptions of the disease and free will models in 
two 'credos': 
Credo of Disease Model: 
1. Most addicts don't know they have a problem and must be forced 
to recognise they are addicts 
2. Addicts cannot control themselves when they take drugs 
3. The only solution to drug addiction is treatment 
4. Addiction is an all-or-nothing disease: a person cannot be a 
temporary drug addict with a mild problem 
5. The most important step in overcoming addiction is to 
acknowledge you are powerless and can't control it 
6. Complete abstinence, not moderation, is the only way to control 
addiction 
7. Physiology alone, not psychology, determines whether one person 
will become drug-addicted and another will not 
8. The fact that addiction runs in families means it is a genetic 
disease 
9. People who are addicted can never outgrow addiction and are 
always in danger of relapsing. 
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Credo of Free Will model: 
I. The best way to overcome addiction is to rely on your own 
willpower 
2. People can stop depending on drugs as they develop other ways 
of dealing with life 
3. Addiction has more to do with the environments people live in 
than with the drugs they are addicted to 
4. People often outgrow drug addiction 
5. Drug addicts can learn to moderate or cut down their drug use 
6. People become addicted to drugs when life is going badly for 
them 
7. Drug addicts can and often do find their ways out of addiction 
without outside help 
8. You have to rely on yourself to overcome an addiction 
9. Drug addiction is often a way of life people rely on to cope with, 
or to avoid coping with, the world 
These two models offer some stark differences. In practice, as is 
presented in chapter one, there is overlap and integration, particularly as 
expressed in treatment programmes. Nevertheless, it is useful to look at 
the contrast between these value-based assumptions. At best, Schaler 
argues, the 'disease' concept in the disease model is used metaphorically, 
as if it is physiological. Schaler offers some compelling evidence for his 
argument, mainly drawn from studies that researched the use of heroin in 
military personnel during and after the Vietnam War. He notes, for 
instance, that heroin users in Vietnam did not necessarily continue using 
once they returned to the US, and some studies (notably Robins, Helzer 
and Davis, 1975) challenged much of the disease model's assumptions. 
An even more compelling study presented in favour of the free will 
model is a study called Rat Park (Alexander, Hadaway and Coambs, 
1980). Schaler (2000) argues that studies using laboratory animals are 
often used to defend the disease model. He quotes studies which show 
that when monkeys and rats are able to press a lever to give themselves a 
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dose of cocaine, they tend to do so heavily, sometimes even in preference 
to food, lose weight rapidly, convulse and die. The Rat Park study 
(Alexander et al. 1980) shows these findings in a different light. 
Alexander et al. (1980) argue that monkeys and rats are social and 
exploratory animals, and to keep them under standard laboratory 
conditions, in solitary confinement, unable to see another member of 
their species amounts to torture. They argue that pressing a lever is one 
of the few active things these creatures can do in such circumstances. 
They theories that animals consume drugs as a way of coping with stress 
and environmental experiences, and not because they become enslave to 
any physiological driver. To test this, they designed an experiment with 
rats where the animals were kept in a freer, less stressful environment. 
They constructed the most natural environment for rats they possibly 
could, and compared the rats in this environment with a control group 
under standard laboratory conditions. Both groups were given access to 
two drinkable liquids of similar taste, one with morphine added. 
Alexander et al. (1980) reported that they were astounded by the results: 
"No matter how much we induced, seduced or tempted them, the Rat 
Park rats resisted drinking the narcotic solution. The caged rats drank 
plenty, however, ranging up to sixteen times as much as the rat park rats 
in one experimental phase, and measuring ten times as much in some 
other phases", (Alexander et al., 1980 : 268-269). The Rat Park study 
provides strong support for the idea that environment and coping are 
much better predictors of opiate consumption than availability of the 
drug, chemical properties of the drug, or any conjectured physiological 
addiction characterised by tolerance or withdrawal. Schaler (2000) 
concludes that solitary confinement in a narrow space is as harrowing for 
a rat as it is for a human, and argues that if we want to understand why 
some people become heavy users of drugs, we should ask what it is in 
their lives that constitutes for them the emotional equivalent of being 'in 
solitary confinement'. The thesis presented here suggests that this is 
exactly what alienation from self represents. However, in the free will 
model, the 'choice' part also needs explaining. Linking back to Schaler's 
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argument of self-efficacy and assertiveness, I will now further investigate 
the concept of assertiveness. 
2.3. DEFINING ASSERTIVENESS 
The concept of assertiveness belongs to a constellation of related 
concepts, including social skills, interpersonal skills, social competence 
and locus of control. Bracegirdle (1990) notes the empirically established 
(though not necessarily causal) links between childhood social 
dysfunction and a range of deviant behaviours later in life. Social skills 
are described by Herbert (1986: in Bracegirdle, 1990) as crucial skills 
which, because they are not obvious or readily taught, come hard to some 
children. Herbert is also quoted as observing that, in childhood, social 
skills problems are predominantly of the "deficiency or defection kind", 
while Riggio, Throckmorton and De Paola (1990) offer a categorisation 
of six components of social competence. They define social self-esteem 
as the positive self-evaluation derived from feeling good about one's 
social self. Social skills, then, are defined as skills and abilities such as 
impression management playing various social roles, and 
communicating effectively. They summarise what they see to be the core 
of the concept cluster as follows: 
"The various conceptualisations of social skills competence all seem to 
agree that social competence does indeed consist of an ability, or group 
of abilities, that facilitate the initiation, development and maintenance of 
human relationships" (Riggio, Throckmorton and De Paola, 1990 : 215). 
A major dimension which is seen to be implicated in social 
competence is that of locus of control. This is a construct of 
reinforcement expectancy that emerged from Rotter's (1972) theory of 
social learning. The construct places individuals on an interrial-external, 
continuum of reinforcement expectancy according to their perceptions of 
cause and effect relationships in daily life. Internally controlled 
individuals expect reinforcement as a consequence of "their own actions 
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and choices, they feel a degree of personal power to influence or control 
their own destiny" (Parks, Becker, Chamberlain and Crandell, 1975 : 34). 
Externally controlled individuals, on the other hand, expect 
reinforcements to occur randomly, as a result of events or conditions over 
which they have little or no control. Externally controlled people believe 
that the actions of others or chance determine outcomes more than their 
own behaviour. The link with concepts of assertiveness is obvious: 
people are more likely to be assertive if they believe outcomes are related 
to their behaviour, than if they believe they are random. Nevertheless, 
the study of these issues, and of the literature reporting findings 
connected with them, is difficult to interpret, given the lack of agreement 
on the use of terms: 
"There is a fundamental problem inherent in the assessment of 
social skills, because of the absence of a clear definition of social 
competence" (Bracegirdle, 1990: 97). 
He suggests that the concept of assertiveness is best viewed as a sub- 
set of social competence, connected with certain sorts of social or 
interpersonal or interactive skills, and probably as an external 
manifestation of internal locus of control. 
Wolpe and Wolpe (1988) defined assertiveness as "all socially 
acceptable expression of right feelings". A few years later, their view had 
shifted, and they defined assertive behaviour as "the proper expression of 
any emotion other than anxiety towards another person", while in 1970 
Albert and Emmons defined assertiveness as "behaviour which enables a 
person to act in his own best interest, stand up for himself without undue 
anxiety, to express his rights without destroying the rights of others". 
Minkin, Brankmann, Minkin, Timbers, Timbers, Fixsen, Phillips and 
Wolf (1976) complained that "some behaviours are more complex and 
difficult [to specify], especially socially important behaviours that 
include numerous component parts .... these behaviours are often 
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described in vague generalities, which do not provide a basis for 
measurement". 
Assertiveness is usually contrasted with lack of assertiveness, or 
unassertiveness, although both these concepts may be "triangulated" with 
the concept of aggression. This is usually seen as the "bad" aspect of 
assertiveness, which involves hostility, anger and destructiveness, 
whereas assertion is assumed to involve rational and reasonable 
expression of rights and needs. "As traditionally defined, assertiveness is 
the effective communication of personal thoughts and feelings in 
interpersonal encounters in a fashion that respects and regards the 
thoughts and feelings of others" (Elliott and Gramling, 1990). "Positive 
assertion" has been defined as the "expression of positive feelings such 
as worth, affection, joy and appreciation", as opposed to "negative 
assertion", which is described as "the ability to show legitimate 
opposition and make socially appropriate demands". For instance, the 
assumption, widely made in the literature, is that the deficit in 
assertiveness which needs to be remedied has to do with negative 
assertiveness: "Assertiveness training focuses on both verbal and non- 
verbal (paralinguistic) assertive behaviours. Verbal assertive skills 
involve teaming what to say (no-statements, requests, refusals) whereas 
non-verbal assertive skills include eye contact, loudness of voice, facial 
expressions, distance and body expression" (Botvin, 1984). Non- 
assertive behaviour, as Dawley (1976) underlined, is related to learning 
experiences: 
"Non-assertive behaviour, like most behaviour, can be explained to a 
large extent in terms of learning. Non-assertive people either have not 
learned to assert themselves or have been conditioned not to assert 
themselves by being taught that assertive behaviour is undesirable. 
Efforts at self-assertion thus become sources of fear, anxiety, and guilt" 
(1976 : 19). 
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2.3.1. Assertiveness and Addiction Research 
Botvin (1986) claims that "basic interpersonal skills are necessary 
for confident, responsive and mutually beneficial relationships and are 
perhaps among the most important skills that an individual must learn. 
Inadequate social skills may cause problems in interpersonal 
relationships or may interfere with optimal functioning in school, work or 
recreational situations". When thinking about and evaluating the situation 
of the addict, it becomes clear that training in assertiveness skills could 
indeed be effective in alleviating the person's sense of alienation, hence 
reducing the addiction, by helping her/him to build a 'coping strategy'. 
Several other investigators also suggest that drug addicts are deficient in 
social skills. Kraft (1968) posits anxiety related to social situations as a 
major determinant of drug abuse. He suggests that reduction of social 
anxiety will lead to cessation of drug use. More traditionally oriented 
investigators appear to be in general agreement that drug addicts are a 
population characterised by low self-esteem, with numerous deficiencies 
in those skills requisite for effective social performance. Cheek et al. 
(1973) refer to the possibility of "under-assertive" addicts resulting from 
the "reinforced hesitation about expressing any aggression". Dawley 
(1976) suggested that this is an appropriate description of drug addicts. 
Brill (1963) described addicts as "introverted, sensitive, quiet, passive, 
and submissive individuals, who need drugs as an escape from 
loneliness, isolation, and boredom in their personal lives" (1963 : 18). 
However, Van Hasselt et al. (1978) argued that it cannot be maintained 
that drug addicts are unskilful in terms of social skills: they may be very 
skilful in ways which are appropriate within the drug culture (e. g. 
'conning behaviours'). 
One of the interesting findings is that relapse following treatment is 
often related to the deficient behaviour repertoire of alcoholics. This also 
appears to be true for drug addicts (Cheek et al., 1973; Brill, 1963). An 
exception is outlined in a study by Callner and Ross (1978). They 
conducted one of the only studies specifically designed to examine 
effectiveness of assertiveness training with drug addicts. Though the 
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results of the study were positive, no follow-up data were reported. The 
size of the sample was also small (eight students in all: four in treatment 
group; four in control group) so the results need to be treated with 
caution. Callner and Ross (1978) found no significant differences on 
questionnaire subscales, but they did find significant differences on 
verbal results. They took these results to support the proposition that the 
measurement of assertion by specific situational problem areas may be 
more effective than measures of general assertive ability. Social skills 
training procedures with drug addicts have been amongst the many 
factors complicating interpretation of the results. 
2.4. POSITION OF THE THESIS 
1. Many research studies as well as government policies illustrate 
that drug users are alienated from society. Some also 
acknowledge alienation from self. Drug user populations in the 
West (especially heroin users) are predominantly from deprived 
backgrounds, problematic upbringings, socially and economically 
disadvantaged. In Saudi Arabia, while less is known about the 
background, there is still a clear indication that drug users are 
alienated from the predominant mores of society. Both societies 
acknowledge that the reasons for this alienation are complex and 
not well understood (see, for instance, the 2001 Drugscope Report 
in the UK, and the 2001 lqbal article in Saudi Arabia). The 
argument I propose here is that one aspect of this social alienation 
arises through the interaction with self-alienation. 
2. Psychoanalysis offers an insight into the workings of being 
alienated from self. 
3. It also offers an insight into the link between being alienated from 
self and addiction. In particular, Standish's model shows that, 
apart from other underlying and contextual causes, the cycle of 
addiction both perpetuates and reinforces an alienation from self. 
This cycle illustrates, particularly in the final stage of the model, 
why it is difficult to get the addict out of the cycle, as the 
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addiction prevents learning taking place. 
4. Since many approaches emphasise the learning of social skills 
(including assertiveness) as a core part of drug rehabilitation, it 
seems important to investigate the level of assertiveness present 
in substance users. The argument put forward by Schaler (2000) 
is also appropriate here, as it both offers a critique of the 
dominant disease model and posits a Eree will hypothesis as an 
alternative explanation. If drug users do indeed have a choice, 
then measuring the extent to which they have the ability to assert 
themselves against drug use and 'say no' becomes an important 
area to investigate. 
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Since the basic aim of this study is the investigation of an 
individual's degree of sense of self as related to the level of addiction, it 
was thought necessary to assess three different areas. Firstly, a thorough 
personal history needed to be collated for each participant enabling the 
subsequent analysis of individual differences according to different life 
experiences. As an exploratory first step, this might reveal patterns 
previously unnoticed. Secondly, a measure of self-alienation needed to be 
employed, investigating the degree of alienation experienced by the 
different sub-populations. Thirdly, as social skills can be seen to 
contribute to better integration into society, thus facilitating self- 
integration, an assertion measure needed to be employed to test this 
hypothesis. The sections entitled 'Position of the Thesis' in both 
preceding chapters offer a clear rationale for linking the concepts of 
addiction, alienation and assertiveness. 
In this chapter, the recruitment strategy, the procedure, and 
descriptive of the different samples are presented. Further, the materials 
used are described, and their psychometric properties are evaluated 
through the use of Cronbach's alpha to ascertain reliability, and through 
factor analysis to ascertain validity. 
At the time of designing the study in 1996, few systematic 
investigations in to drug use and addiction in a Middle Eastern context 
had taken place. Anecdotally, however, it was clear to me that while 
there was no official recognition of addiction as such, it was common 
knowledge that people were using a variety of drugs and indeed 0 
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experiencing problems through their use. A ramification of the 'official 
denial' of a drug problem was that substance users did not have access to 
appropriate treatments, and the usual sources of support such as families 
and friends were not informed as how to deal with someone who was 
taking drugs. Drug use was regarded as 'foreign', incomprehensible and 
completely taboo. 
Nevertheless, the medical profession and the police did encounter 
progressively more cases, and a series of treatment centres was 
established. The main purpose of these centres in their initial conception 
was to offer a detoxification programme, combined with religious 
therapy, to ensure addiction would be 'cured' - the rationale being that 
taking drugs was a sign of being alienated from God, and only a return to 
Him could effectively cure the addict from his (invariably, the visible 
drug user was male) maladaptive ways. My aim then was to seek some 
further understanding of the addiction phenomenon in Saudi Arabia. I 
was also intrigued by the notion that addiction was linked to alienation 
(in this case, from God), and wanted to explore this further. 
Since most measures were constructed in the West, and since I 
wanted to be able to compare Saudi findings with other studies, I decided 
to use a comparison group from the UK. The rationale was to examine 
how addiction, alienation and assertiveness could be integrated as a 
coherent package. 
3.2. PARTICIPANTS 
As this study contains a cross-cultural objective, participants were 
recruited in both Saudi Arabia and the UK. The samples consist of heroin 
users, compared with control groups. Specific information and 
demographics will be provided under each sub-section. 
As with all research conducted with (or partially including) clinical 
samples, the ethical guidelines as set out by the British Psychological 
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Society were rigorously adhered to, both in the LTK and in Saudi Arabia. 
Ethical approval forms can be found in the appendix. Details of this are 
discussed for each part of the study in detail. 
3.2.1. Recruitment of Participants 
In Saudi Arabia, I recruited participants from the Al Amal, the only 
hospital in Riyadh at the time that provided medical treatment for drug 
users. In the first instance, I contacted the Hospital Management Board, 
who gave permission for the study to be undertaken. 
Given that I am female, personal contact with the potential participant 
group was not granted by the Board. Instead, I was allowed to liaise with 
a male social worker, and I briefed him on the context and content of the 
study, as well as the ethical guidelines for conducting research of this 
nature and requested him to explain to the participants the following 
elements: 
" The aim of the study: to understand more about drug use in Saudi 
Arabia, about drug users and their attitudes. 
" Anonymity: no names would appear on the questionnaire, and no 
record would be kept of who returned the questionnaire and who 
did not. Questionnaires would be returned in a locked box 
located in a central location, and only the researcher would have 
access to them. Hospital staff would not see the completed 
questionnaires at any point. 
" Confidentiality: the objective of the study was to look at trends 
rather than individuals. Therefore, no specific cases would be 
reported, but just general trends. Participants were also informed 
that any questionnaires received would be kept safe under lock 
and key, and would be safely destroyed once the undertaking of 
the study was completed. 
Participants were informed that they were free to chose whether 
they wanted to participate or not. They could return a completed 
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questionnaire, an empty questionnaire, or not return a 
questionnaire at all. They were also informed that while we 
encouraged them to complete as many questions as possible, they 
could skip questions if they did not feel comfortable about them. 
It was also stressed that the study was independent of the hospital. 
They were informed that when questionnaires were received, they 
would be entered in a database and the results analysed for 
scientific purposes. It was made clear that if they did submit data 
to the researchers this would be taken to mean that they consented 
to have this data used for the purposes of the study. 
The consent form, (following the British Psychological Society 
guidelines), the Assertion Questionnaire, Alienation from Self 
Questionnaire and the Personal History Form were distributed, and 
participants were asked to complete these documents. The cover of the 
questionnaire reiterated the points that were raised in the form. In total, 
116 questionnaires were distributed, 83 of these were returned 
completed, and 3 were blank and not included in the study. This was an 
excellent response rate. I ensured that the box in which these 
questionnaires were returned had not been tampered with, and entered the 
data into an SPSS data file. 
One unfortunate part of the procedure was that I was not allowed to 
debrief and give the participants access to the generic results of the study. 
While I acknowledge that this would be good practice, the Hospital 
Management Board did not allow this, nor were they interested in 
receiving feedback on the results of the study. However, it was agreed 
that should any debriefing be required (in terms of participants' having 
an adverse response as a result of participating in the study) it would be 
managed within the normal relationship/intervention with the 
participants. As such, the researcher did not get directly involved with the 
debrief. 
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In the UK, both in-patients and out-patients were recruited as part of 
the study. My first supervisor facilitated access to five different centres, 
and two of these granted permission for the study to be conducted. For 
the in-patient group, the personal history form, questionnaires and the 
consent form, (following the British Psychological Society guidelines) 
were given to the participants. The consent form informed the 
participants that all information would be treated in confidence; that the 
patient had the right to withdraw at any time without any obligation; and 
that non-participation in, or withdrawal from the study would not 
influence treatment provision. A locked box was provided in a central 
space for the return of the questionnaire. The questionnaires were 
distributed over a period of two weeks, as the centre had a relatively high 
transient population. 40 questionnaires were made available, of which 21 
were returned and could be used for analysis, giving a response rate of 
just over half. Given that users attending the centre did not stay for 
longer than approximately one month, it was not possible to provide 
generic feedback. 
For the out-patient group, it was agreed with the management of the 
centre that I would wait at the centre and approach each user who entered 
and ask them whether they would be prepared to participate in the study. 
This was a difficult way of recruiting. Very few attendees consented to 
participation, as research was clearly considered to be a low priority. 
Many users attending the centre were also intoxicated, hence it was not 
possible to conduct the research with them. Over 100 potential users 
were approached over a period of three weeks, with 12 consenting to 
participate in the study. Again, participants were informed regarding the 
aims of the study, the protection of their anonymity and confidentiality, 
and what subsequently would happen with the data. Those that 
continued with the questionnaire were taken as having given informed 
consent to participate in the study. 
To ensure that the hypotheses could be meaningfully tested, it was 
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important to recruit two control samples. Both in Saudi Arabia and in the 
UK, the control groups consisted of university students. Permission was 
sought from the course director in two institutions (one in Riyadh, one in 
London), and I made a brief presentation to potential participants about 
the aims of the study (in Saudi Arabia, this happened through the social 
worker as all students were male). Consent form, personal history form 
and questionnaires were distributed, and a box was placed at the exit of 
the room. Both in Saudi Arabia and in the UK, 50 questionnaires were 
made available. 30 were returned completed for Saudi control sample, 
and 26 for the UK control sample. 
Further descriptive information on these groups will be presented below. 
3.2.2. The Five Groups 
3.2.2.1. Group One: Saudi Drug Users 
Participants were 83 male drug users who were in-patients and 
received treatment and medical supervision in the Al Amal. Patients may 
refer themselves, or be referred by relatives, GPs, hospitals or prisons. 
Diagnosis of patients was based on psychiatric criteria according to 
DSMIII-R. The participants' age range was between 18 and 40, with a 
mean of 27.24.8.4% of participants belonged to Band A (earning fO- 
E15,000), 88% to Band B (L15,000- E25,000), while 2.4% fell under 
Band C (L25,000+). 
19.3% were educated to the equivalent of GCSE level, 79.5% had A- 
levels, and 1.2% had a degree. 9.6% were students, while the vast 
majority (90.4%) was unemployed. In terms of marital status, 51.8% 
were single, 43.3% married, while 4.8% reported 'other', which assumes 
engagement or co-habitation. Drug use for this sample is presented in 
Table One next page. 
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Table One: Dru2 Use (Ever used) For Grouv One 










95.4% wanted a fix at the time of being asked the question, while 
4.6% did not. 
The age range at which participants started using drugs is from 16 to 
26, with 2.4% starting at 16,9.6% at 17,14.5% at 18,27.7% at 19, 
20.5% at 20,10.8% at 21,3.6% at 22,3.6% at 23,2.4% at 24,3.6% at 25 
and 1.2% at 26. 
96.4% started using drugs through friends, 2.4% through strangers 
and 1.2% reported other sources. 
Participants were also asked about parental and family drug use. 
6.3% of fathers used drugs heavily, 7.3% were light users, and 86.4% did 
not use drugs at all. 2.4% of mothers were heavy users, while 97.6% did 
not use drugs. 8.5% of siblings were heavy users, 2.4% light and 89% did 
not use drugs. 'Light' and 'heavy' were subjectively defined. 
Participants were asked about a history of sexual abuse. 96.4% 
reported that they were not abused. 3.6% were sexually abused by their 
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mother. Age of abuse was asked, but not reported. 32.7% were not beaten 
as children. However, 57.8% were beaten by their father, 1.7% were 
beaten by their mother, 4.8% by both parents, and 2.6% by others. 
Parental treatment was further investigated. 49.4% of participants 
considered themselves to be strictly treated by their father, 20.5% 
moderately strictly, 6% not strictly, 14.5% smothering and 9.6% loving. 
1.2% reported their mother 'could not care less about them'. 
Religious beliefs were also reported. Of the sample, 100% reported 
believing in God, 41% reported being active mosque members, 59% 
were not. 14.5% considered themselves very religious, 48.2% moderately 
religious and 37.3% not religious. 
Parental religious beliefs were also reported. 73.5% of fathers were 
very religious, 24.1% moderately religious, while 2.4% were not 
religious at all. 79.3% of mothers were reported to be very religious, 
15.8% as moderately religious and 4.9% not religious. 10.8% of 
participants described themselves as very happy, 24.1% as moderately 
happy, 33.7% as unhappy, while 31.3% proclaimed not to know their 
degree of happiness. 
3.2.2.2. Group Two: UK Drug Users - In-patients 
Participants in Group Two consisted of 12 males and 9 females (total 
n=21), with a mean age of 31.86. All were notified English drug users 
receiving treatment on either maintenance or reducing prescriptions from 
Drug Dependency Units or from GP shared care programmes. The range 
of problems presented to psychologists and therapists by this client group 
encompassed situational social problems, clinical states, drugs, and often 
a history of being rebuffed or repulsed by a 'nine-to-five' world (as 
defined by the case workers). 
Of the total sample, 90% belonged to economic status Band A, 9.5% 
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to Band B. Education levels were established at 81% for GCSE, 19% at 
A-level. 100% were unemployed; 76.2% were single, none married, and 
23.88% either engaged or co-habiting. Drug use for this sample is 
presented in Table Two below. 
Table Two: Drug Use (Ever used) for Group Two 










100% wanted a fix at the time of being asked the question. 
The age range at which participants started using drugs is from 13 to 
21, with 4.8% starting at 13,4.8% at 15,4.8% at 16,19% at 17,19% at 
18,23.8% at 19,19% at 20, and 4.8% at 21. 
85.7% started using drugs through fliends, 4.8% through strangers 
and 9.5% reported other sources. 
Participants were also asked about parental and family drug use. 
33.3% of fathers used drugs heavily, 33.3% were light users, and 33.3% 
did not use drugs at all. 4.8% of mothers were heavy users, 42.8% light 
users while 52.4% did not use drugs. 3 8.1 % of siblings were heavy users, 
23.8% light and 38.1% did not use drugs. 
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Participants were asked about a history of sexual abuse. 85.9% 
reported that they were not abused. 4.7% were sexually abused by their 
father, 4.7% by someone in their family, and 4.7% by a stranger. Age of 
abuse was not reported by 90.5% of participants; of those who did, 4.8% 
were abused at five years of age, 4.8% at eleven. 33% were not beaten as 
children. However 57.1% were beaten by their father, 9.5% were beaten 
by their mother. 
Parental treatment was further investigated. 52.4% of participants 
considered themselves to be strictly treated by their father, 42.8% 
moderately strictly, 4.8% not strictly. Mothers' treatment was regarded as 
moderately strict by 14.3%, not strict by 4.8%, 14.3% regarded it as 
smothering, while 57.1% described it as loving. 9.5% reported their 
mother 'could not care less about them'. 
Religious beliefs were also reported, 57.1% of the sample reported 
believing in God. 42.9% did not. 9.5% reported being active church 
members. 90.5% were not. 9.5% considered themselves moderately 
religious and 90.5% not religious. 
Parental religious beliefs were also reported. 50% of fathers were 
moderately religious, while 50% were not religious at all. 5% of mothers 
were reported to be very religious, 65% as moderately religious and 30% 
as not religious. 4.8% of participants described themselves as very happy, 
3 8.1 % as moderately happy, 5 7.1 % as unhappy. 
3.2.2.3. Group Three: UK Drug Users - Out-patients 
Group Three consisted of 12 English out-patients, 10 male and 2 
female, with a mean age of 30.67, on reducing prescriptions from Drug 
Dependency Units or from GP shared care programmes. 
Economic status was Band A for 83.3%; the rest of the sample did 
not volunteer this information. All were unemployed (100%), 58.3% 
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were single, 8.3% were married; others equaled 16.6%. Drug use for this 
sample is presented in Table Three below. 
Table Three: Dru2 Use (Ever used) for Group Three 










75% wanted a fix at the time of being asked the question, while 25% 
did not. 
The age range at which participants started using drugs is from 15 to 
21, with 8.3% starting at 15,16.7% at 16,33.3% at 17,16.7% at 18, 
16.7% at 20, and 8.3% at 21. 
83.3% started using drugs through friends, 8.3% through husband or 
wife and 8.3% reported other sources. 
Participants were also asked about parental and family drug use. 
41.7% of fathers used drugs heavily, 33.3% were light users, and 25% 
did not use at all. 21% of mothers were heavy users, 21% were light 
users, while 58% did not use drugs. 8.3% of siblings were heavy users, 
2.4% light and 89% did not use drugs. 
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Participants were asked about a history of sexual abuse. 91.7% 
reported that they were not abused. 8.3% were sexually abused by a 
stranger. Age of abuse was asked, but not reported. 58.3% were not 
beaten as children. However, 16.7% were beaten by their father, 16.7% 
were beaten by their mother, and 8.3% by others. 
Parental treatment was further investigated. 33.3% of participants 
considered themselves to be strictly treated by their father, 41.7% 
moderately strictly, 25% not strictly. Mothers' treatment was regarded as 
strict by 50%, moderately strict by 33.3% not strict by 16.7%. 
Religious beliefs were also reported. Of the sample, 58.3% reported 
believing in God, 41.7% did not. 16.7% reported being active church 
members, 83.3% were not. 8.3% considered themselves very religious, 
25% moderately religious and 66.7% not religious. 
Parental religious beliefs were also reported. 25% of fathers were 
moderately religious, while 75% were not religious at all. 58.3% of 
mothers were reported to be moderately religious and 41.7% as not 
religious. 66.6% of participants described themselves as moderately 
happy, 33.3% as unhappy. 
3.2.2.4. Group Four: Saudi Control Group 
Group Four was a control group, with 30 participants living in Saudi, 
non-drug users, and attending a full time university programme. All were 
male, with a mean age of 22.10. In terms of economic status, 13.3% fell 
under Band A, 40% under Band B, and 43.3% under Band C. No marital 
status information was collected. Drug use for this sample is presented in 
Table Four next page. 
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Table Four: Drug Use (Ever used) for Grout) Four 






CANNABIS RESIN 0% 
COCAINE 0% 
HEROIN 0% 
Qv I ECSTAS I 
1 0% 
1 
Participants were also asked about parental and family drug use. 
100% of fathers, mothers or siblings did not use drugs at all. 
Participants were asked about a history of sexual abuse; none was 
reported. 13.3% were not beaten as children. However, 56.7% were 
beaten by their father, 6.7% were beaten by their mother, 6.7% by others, 
13.3% by both parents, and 3.3% by both parents and others. 
Parental treatment was further investigated. 6.7% of participants 
considered themselves to be moderately strictly treated by their father, 
50% not strictly, 20% smothering and 23.3% loving. Mothers' treatment 
was regarded as not strict by 30%, 10% regarded it as smothering, while 
60% described it as loving. 
Religious beliefs were also reported. Of the sample, 100% reported 
believing in God, 26.7% reported being active mosque members, 73.3% 
were not. 6.7% considered themselves very religious, 56.7% moderately 
religious and 36.3% not religious. 
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Parental religious beliefs were also reported. 6.7% of fathers were 
very religious, 83.3% moderately religious, while 10% were not religious 
at all. 9.2% of mothers were reported to be very religious, 81.6% as 
moderately religious and 9.2% as not religious. 12.3% of participants 
described themselves as very happy, 63% as moderately happy, 24.7% as 
unhappy. 
3.2.2.5. Group Five: UK Control Group 
Group Five is the UK control group, consisting of 26 students at 
Roehampton Institute London, an Institute of Higher Education, part of 
the University of Surrey. It was thought that as the Saudi control group 
was an undergraduate sample, it was necessary to use a control sample 
comprising English undergraduates. 4 males and 19 females (3 
participants did not state their gender), with a mean age of 29.27, made 
up this group. 16.7% fell under economic status Band A, 50% under 
Band B, and 12.5% under Band C. Marital status data was not collected. 
Drug use for this sample is presented in Table Five below. 
Table Five: Dru2 Use (Ever used) for Group Five 










15.8% wanted a fix at the time of being asked the question, while 
84.2% did not. 
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The age range at which participants started using drugs is from 9 to 
18, with 22.2% starting at 9,11.1% at 13,11.1% at 14,11.1% at 15, 
11.1% at 16,11.1% at 17 and 22.2% at 18.100% started using drugs 
through friends. 
Participants were also asked about parental and family drug use. 
5.3% of fathers used drugs heavily, and 94.7% did not use drugs at all. 
10.5% of mothers were heavy users, 5.3% light users, while 84.2% did 
not use drugs. 5.3% of siblings were light users and 94.7% did not use 
drugs. 
Participants were asked about a history of sexual abuse. 94.7% 
reported that they were not abused. 5.3% were sexually abused by a 
member of their family. Age of abuse was reported as nine for 66.7% of 
those abused and eleven for 33.3%. 84.2% were not beaten as children. 
However, 10.5% said that they were beaten by their father, 5.3% by their 
mother. 
Parental treatment was further investigated. 26.3% of participants 
considered themselves to be moderately strictly treated by their father, 
36.8% not strictly, 15.8% smothering and 10.5% loving. 10.5% reported 
being neglected. Mothers' treatment was regarded as strict by 5.3%, 
moderately strict by 15.8%, not strict by 10.5%. 31.6% regarded it as 
smothering, while 36.8% described it as loving. 
Religious beliefs were also reported. Of the sample, 61.1% reported 
believing in God, 38.9% did not. 15.8% reported being active church 
members, 84.2% were not. 5.3% considered themselves very religious, 
26.3% moderately religious and 68.4% not religious. 
Parental religious beliefs were also reported. 5.3% of fathers were 
very religious, 31.5% moderately religious, while 63.2% were not 
religious at all. 5.3% of mothers were reported to be very religious, 
92 
26.3% as moderately religious and 68.4% as not religious. 15.8% of 
participants described themselves as very happy, 73.7% moderately 
happy and 10.5% unhappy. 
3.4. MATERIALS 
This part of the thesis will present an overview of the measures 
used for the alienation and assertiveness constructs. Although other 
techniques such as Figure Placement (Ziller, 197 1)2 could be employed 
to measure alienation, reliability and validity issues, combined with 
issues around sampling difficulties, indicated that questionnaires were the 
best available tool to measure both alienation and assertiveness. The 
alienation questionnaire used was chosen because the items were 
developed to assess self, peer and social alienation. All three aspects 
were considered important because of the cultural comparisons that were 
being researched. Moreover, the questionnaire chosen was the only one 
that had been used with psychotherapy patients who most closely 
resembled to the population being studied in this research. 
3.4.1. Alienation Questionnaire 
This questionnaire measures three kinds of alienation; Alienation 
from Society, Peers, and Self, as identified in "A Study of Patients and 
Therapist in Traditional and Free Out-patient Mental Health Clinics", by 
Merwin (1974). Several other ways of measuring alienation were 
considered. Projective measures and conceptual distance indices were 
reviewed, but deemed impractical. The projective measures involved 
qualitative analysis, which was not suitable for the purposes of this study, 
as it would not allow for quantitative comparison. The conceptual 
distance indices were considered to be too complex to use with a drug 
using population. Further, Merwin's conceptualisation and 
operationalisation of alienation is unique as it deals directly with various 
2 Figure Placement is based on Kuethe's (1969) social schema method and was originally 
employed as a projective measure of social distance strategies. Modifications of this technique 
have been used to measure alienation constructs. Participants are asked to place a 'self circle' on a 
page containing a triangle of 'other circles'. Placement inside the boundaries of the triangle was 
interpreted as a measure of social interest in others. 
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forms of alienation. Other measures take a number of theorised sub- 
concepts such as powerlessness, hopelessness and isolation (for instance, 
Neal and Seeman, 1964), but do not directly measure alienation as such. 
Other data often used to ascertain the level of alienation in a society are 
those for suicide rates, arrests for vandalism, etcetera. Again, these were 
not deemed appropriate for this study, as these kinds of data operate at a 
different level of analysis. 
Merwin devised a scale to examine each of these three aspects of 
Alienation: 
(1) Alienation from society-scale; 
(2) Alienation from peers-scale; 
(3) Alienation from self-scale. 
3.4.1.1. Alienation From Society 
Merwin's (1974) scale items for this aspect were drawn from Srole's 
(1959) scale, and from a scale developed by McClosky and Schaar 
(1965): 
(1) Community leaders are indifferent to his needs; 
(2) Little can be accomplished in a society whose social order is 
essentially unpredictable; 
(3) Social goals are receding from him rather than being reached; 
(4) No one can be counted on for support; 
(5) Life is meaningless and futile. 
McClosky and Schaar claim that "the items express the feelings that 
people today lack firm convictions and standards, that it is difficult to tell 
right from wrong in our complex and disorderly world, that the 
traditional values which gave meaning to the individual and order to the 
society have lost their force, and that the social ties which once bound 
men together have dissolved" (1965 : 14). 
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Operationalising these postulations, Srole's (1959) items are: 
(1) In spite of what some people say, things are worse for the 
average man; 
(2) It's hardly fair to bring children into the world with the way 
things look for the future; 
(3) Nowadays a person has to live pretty much for today and let 
tomorrow take care of itself, 
(4) There is little use in writing to public officials because often 
they aren't really interested in the problems of the average man; 
(5) These days a person doesn't really know who he can count on. 
McClosky and Schaar's (1965) items are: 
(1) With everything in such a state of disorder, it's hard for a person 
to know where he stands from one day to the next; 
(2) Everything changes so quickly these days that I often have 
trouble deciding which are the right rules to follow; 
(3) 1 often feel that many things our parents stood for are just going 
to ruin before our eyes; 
(4) 1 often feel awkward and out of place; 
(5) People were better off in the old days when everyone knew how 
he was expected to act; 
(6) It seems to me that other people find it easier to decide what is 
right than I do. 
3.4.1.2. Alienation From Peers 
As Merwin conceived it, peer alienation occupies a conceptual 
middle position between social and self-alienation: "One's peers 
logically stand in closer relation to one's self than does society at large" 
(1974 : 34). Merwin utilised Turner's (1968, quoted in Merwin, 1974) 
subscale on peer alienation which, in Merwin's view, appears to address 
the general perception of detachment from one's "inner circle" of 
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acquaintances. Turner's items are: 
(1) 1 have nothing in common with most people my age; 
(2) My way of doing things is not understood by others my age; 
(3) It is safer to trust no-one, even so called friends; 
(4) Most of my friends waste time talking about things that don't 
mean anything; 
(5) In the group that I spend most of my time with, most of the 
men/women don't understand me. 
3.4.1.3. Alienation From Self 
Merwin (1974) states that less use has been made of this construct in 
empirical research than of the others. On the whole, it is mostly used by 
psychoanalytic writers, in particular in the work of Karen Homey (1945). 
Homey claims that "through the eclipse of large areas of the self by 
repression and inhibition as well as idealisation and externalisation, the 
individual loses sight of himself'. (1945 : 132). Merwin also refers to 
Laing's (1965) indictment of Western man as severely self-alienated: 
"Our capacity to think, except in the service of what we are dangerously 
deluded in supposing is our self interest, is pitiftilly limited: our capacity 
to see, hear, touch, and smell is so shrouded in veils of mystification that 
an intensive discipline of unleaming is necessary for anyone before one 
can begin to experience the world afresh, with innocence, truth and love" 
(1974 : 65). 
A number of writers have speculated about a trend in Western life 
towards greater self-alienation: Rosenthal (1983) described Western man 
as increasingly "other directed", no longer directed by his inner states, 
but operating in conformity with the definitions and approval of others. 
Schachtel (1961) pointed to the role of information technology and 
"experts" as usurping more and more human experience, and reducing it 
to "data" which can be processed by computers. 
96 
Taviss (1969) attempted to document this hypothetical trend from 
social to self-alienation during the period from 1900 to 1950. Using a 
thematic analysis of popular fiction, she found a significant trend towards 
self-alienated themes during this period. Merwin (1974) found that the 
scale which he had developed to measure self also measured several 
indices of more severe psychopathology. In that study, self-alienation and 
social alienation were found to be characterised by different MMPI scale 
configurations. 
Merwin's original self-alienation scale (1970) was extended to 
include items intended to assess five aspects of self-alienation: 
(1) experience of one's activity as alien; 
(2) experience of one's self as alien; 
(3) experience of one's past as alien or unknown; 
(4) experience of one's dreams and fantasy as irrelevant or 
meaningless; 
(5) experiencing uncertainty as to one's own feelings. 
The items are: 
(1) 1 feet I know myself pretty well; 
(2) 1 often do things without knowing why; 
(3) 1 seldom have a feeling of emptiness; 
(4) 1 remember most of what happened in my early childhood; 
(5) 1 feel I am too much what others want me to be; 
(6) My dreams seldom make much sense to me; 
(7) Sometimes I am bothered because I don't know how I got to be 
the kind of person I am; 
(8) Very often I feel like a stranger to myself, 
(9) My dreams seem irrelevant to me; 
(10) Often it's hard for me to make up my mind because I don't 
know how I really feel about something. 
(11) Often when I have an experience I feel that it isn't really 
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happening to me. 
3.4.1.4. Factor Analysis 
As most of the scales are rather dated, but because they still, to date, 
form the most sensitive instrument to measure alienation, it was deemed 
necessary to factor analyse both questionnaire data sets for all samples to 
ensure validity of the questionnaire. Principal Components Analysis 
extracted two factors; a three and four factor solution were also 
considered, but it seemed that the two factor extraction was the most 
satisfactory solution, based on the principle of parsimony yet still 
accounting for a respectable percentage of the variance (33.7%). Table 
Six on the next page shows the Factor Loadings, Commonalities and 
Percentages of Variance accounted for. 
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Table Six: Factor Loadin2s. Commonalities and Percentap-es o 
Variance 
ITEMS FACTOR ONE FACTOR TWO 
I- kind ofperson 
2-where to stand . 21 . 48 
3- nothing in common 52 
4-what others want . 48 
5-out ofplace . 70 
6- my dreams . 24 . 27 
7- public officials -. 22 . 62 
8- my way of doing things . 21 . 46 
9- stranger to myself . 78 
10- how to act . 64 
H- early childhood -. 27 
12- livefor today . 50 
13- safer to trust no-one . 48 
14- things are getting worse . 44 
15- don't know myself . 22 
16- trouble deciding . 28 . 37 
17- without knowing why . 74 
18- having children . 63 
19- emptiness . 43 
20- waste time talking . 70 
21- parents stoodfor . 60 
22- make tip my mind . 60 
23- whom to count on 
24- experiences . 20 . 53 
25- group doesn't understand . 28 . 41 
26- decisions . 74 
2 7- daydreams . 50 
VARIANCE 21.2% 10% 
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Factor One has an Eigen Value of 6.72, with 21.2% of the variance 
accounted for; this factor was interpreted as the self-alienation factor. 
Factor Two has an Eigen Value of 2.40, with 10% of the variance 
accounted for. This factor was interpreted as social alienation. 
3.4.1.5. Reliability Analysis 
The total ASQ scale, comprising 21 items (items 1,6,11,5 and 23 
were removed, as they had loadings of less than . 4) as measured on a 
sample of 157 participants (n=157), delivered a Cronbach's alpha of 
. 8748. Reliability 
for Factor One, comprising 9 items, delivered an alpha 
of . 6873. Cronbach's alpha 
for Factor Two, comprising 12 items, was 
observed at . 8380. Reliability is therefore established as 
highly 
satisfactory. 
3.5. ASSERTION QUESTIONNAIRE 
Social skills elude measurement; even if participants demonstrate 
that they have the necessary 'knowledge' about certain skills, this does 
not necessarily translate into those skills actually being used. In other 
words, attitudes do not necessarily translate into behaviours. In this light 
a questionnaire was chosen which comprised mainly behaviour-based 
items with a strong face validity. At the time of the research, several 
assertiveness measurement tools existed but there was only one that had 
been used specifically with drug addicts. It was therefore decided to use 
this questionnaire. Each of the items in the questionnaires was checked 
for its suitability in Saudi context. For example, in the assertiveness 
questionnaire questions 5,17,30 and 35 refer to dating and intimate 
relationships. Although the rituals around dating are very different in 
Saudi and the LJK the questions were still deemed relevant because 
dating rituals do occur in Saudi Arabia but are much more covert. 
In order to measure the extent to which participants possessed social 
skills, and assertiveness in particular, the Callner and Ross (1976) 
Assertion Questionnaire (AQ) was employed. The instrument measures 
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six different assertion areas: 
(1) Heterosexual: heterosexual interaction problems (i. e., interacting with ZD 
the other sex). Items No: (5) (11) (17) (23) (30) (35). 
(2) Authority: interaction with authority figures (i. e., talking to a 
prospective employer at job interview, asking a boss for a salary 
increase, talking to a teacher or policeman). Items No: (4) (10) (16) 
(29)(38). 
(3) Positive Feedback: expressing and receiving praise. (i. e., taking 
compliments and communicating praise to other people). Items No: 
(1) (7) (13) (19) (26) (32). 
(4) Negative Feedback: expressing and responding to criticism. (i. e., 
responding to ridicule, providing constructive and non-derogatory 
criticism, and defending one's interests and beliefs from criticism by 
others). Items No: (2) (8) (14) (20) (27) (33) (36). 
(5) Drugs: assertion problems relating to drugs (i. e., turning down drug 
offers in a variety of situations ranging from telephone conversations 
to face-to-face street offers. Items No: (3) (9) (15) (21) (28) (37). 
(6) General Assertion: not related to specific assertion situations. Items 
No: (6) (21) (18) (24) (25) (34) (39) (40). 
Six multiple choice items for each assertion area were generated. All 
items were based on a Likert, four-alternative format. This questionnaire 
consists of 40 items which were written in the form of statements that 
required the participant to rate each one as descriptive or not descriptive 
of him/her according to a four-point scale with no centre point. Scored in 
this manner, high positive scores represented extreme non-assertive 
ratings. Total score (40 items) on this scale potentially ranges from -80 to 
+80; assertion content area scores (six items per area score) varied from - 
12 to +12; and general assertion area score (10 items) varied from -20 to 
+20. 
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3.5.1. Factor Analysis 
The Callner and Ross (1976) scale seemed somewhat dated, but 
since no better measurement for these purposes was discovered in the 
literature, it was deemed necessary to re-analyse both questionnaire data 
sets for all samples by means of factor analysis, in order to provide 
construct validity. In order to examine the underlying factor structure, 
principal components analysis with oblimin rotation was employed. 
Examination of the scree plot suggested four factors, each of which 
accounted for more than 5% of the variance and had Eigen values of 
higher than 2, see Table Seven below. 
Table Seven: Factors, Percentage Of Variance And Eigen Values 
FACTORS EIGEN VALUE VARIANCE (%o) 
1 7.31 18.3 % 
2 3.02 7.6% 
3 2.27 5.7% 
4 2.01 5.0% 
Together, the factors accounted for 36.6% of the observed variance. 
Table Eight next page shows factor loadings, commonalities, validity and 
percentage of variance accounted for. 
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I- compliment . 37 
2- bad service -. 20 -. 32 . 32 
3- no drugs . 58 
4- express opinion -. 46 
5- go for date . 66 
6- go & findfriends . 23 
7-what I like . 27 -. 39 
8- criticism -. 64 
9- group meeting . 30 
10- askingfor rise . 20 -. 55 
H-not out-going . 58 -. 30 
12- never leader . 31 -. 21 
13-don't say nice 
things 
-. 65 
14- the queue -. 60 
15- reject drug . 70 
16- hesitate calling -. 52 . 22 
17- move towards me . 36 . 24 
18-following is better . 25 -. 49 
19- paying compliment . 31 -. 28 
20- parking place . 50 
2-1- more assertive . 48 
22- speeding . 57 
23-start conversation . 83 
24- more confident . 28 . 31 -. 43 
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25- asking questions . 47 . 
38 
26- depressedftiend -. 33 . 77 
27- during argument -. 23 . 52 
28- 2b offered drink . 70 
29- applyforjob . 22 . 
65 
30- show affection . 80 
31- keep myfeelings . 48 . 24 
32- embarrassed . 41 . 
34 
33- walk away -. 29 . 60 
34 -closed Ifeelings . 39 . 
42 
35 -fear rejection -. 61 
36- take advantage me . 46 . 
27 
3 7- refusing drugs . 63 
38- authority -. 44 
39- shy person . 55 
40- openlopinions . 23 . 57 
VARIANCE 16.6% 8.9% 6.2% 5.8% 
(Factor loadings for items listed that did not load on factor one or 
two have been omitted. ) 
3.5.2. Reliability Analysis 
Factor One, consisting of five items, yielded a Cronbach's alpha of 
. 7048. 
Factor Two, consisting of nine items, yielded a Cronbach's alpha of 
. 6612. 
Factor Three (seven items) produced Cronbach's alpha of . 7682. 
When all items are measured as a scale, a Cronbach's alpha of . 873 8 can 
be observed. 
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3.5.3. Materials: Personal History Form 
The Personal History Form was formulated to record demographics 
(as already presented in the participants section) but also, in addition to 
that, a detailed history of the following: 
" Information concerning children 
" Did the participant run away from home? 
" When did the participant first use? For the second time? 
Subsequently? 
" Has the participant contemplated suicide? If yes, reason why 
" Criminal record 
" Sexuality 
" Variety of drugs used 
" Information about parental drug use 
" Information about childhood trauma 
Religiosity 
Happiness and well-being 
This information is important, as it can be used to explore patterns 
and associations between the groups, leading to a potential 'causal' 
explanation for the phenomena observed. 
Data were entered into SPSS files, and subsequently analysed testing 
the hypotheses. These and their subsequent results can be found in the 
following chapter. 
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CHAPTER FOUR: ADDICTION, 
ALIENATION AND ASSERTIVENESS - 
QUANTITATIVE RESULTS 
4.1 INTRODUCTION 
The results section will be divided into two parts. The first part deals 
with the differences between English and Saudi controls and drug users; 
the second one addresses cultural differences in English and Saudi drug 
users. The following hypotheses are tested: 
HI: drug addicts will have a higher degree of alienation in comparison to 
non-addicts. 
H2: drug addicts will be less assertive than non-addicts. 
H3: cultural differences will be detected between English and Saudi 
samples. 
4.2. DIFFERENCES IN ALIENATION AND 
ASSERTIVENESS BETWEEN UK AND SAUDI 
CONTROLS AND DRUG USERS 
The mean scores and standard deviations for English and Saudi drug 
users and controls on the two main variables (assertiveness and 
alienation) and their respective sub-scales are shown in Table Nine next 
page. 
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Table Nine: Mean Scores and Standard Deviations of En2lish and 
Saudi Drull Users and Controls on Assertiveness and Alienation 
Totals and Sub-Scales 












Total 69.19 63.00 100.33 77.33 76.10 
(11.12) (21.30) (14.55) (16.63) (13.01) 
Self 8.10 30.33 49.33 42.69 41.90 
(8.81) (11.00) (6.96) (9.47) (6.89) 
Social 39.62 32.67 51.00 34.96 34.20 
(11.19) (10.88) (8.64) (9.13) (8.00) 
Assertiveness 
Total 117.05 113.33 140.75 104.63 103.79 
(21.55) (39.11) (20.03) (16.21) (15.41) 
Behavioural 51.57 46.17 56.00 35.46 34.00 
(8.53) (14.17) (8.41) (9.08) (6.47) 
Conftontational 34.43 28.33 34.79 30.91 33.23 
(6.65) (12.02) (6.12) (6.82) (4.94) 
Drugs 8.10 14.00 23.58 15.18 16.80 
(2.84) (5.10) (5.84) (4.68) (4.69) 
Emotional 22.95 24.83 26.38 22.35 20.38 
(7.10) (10.37) (6.12) (7.12) (6.22) 
Comparisons between drug users and controls were conducted 
separately for each nationality, as cultural differences might confound 
differences between these groups. Comparisons were made using non- 
parametric tests. These were chosen because, in some cases, samples 
show evidence of bi-modal or skewed distributions. Also, the 
homogeneity of variance assumption is violated in some of the 
comparisons. Whilst parametric tests have been shown to be reasonably 
robust when assumptions are violated, non-parametric tests were 
indicated here, given that some of the samples had clear outlying scores 
on some of the measures. 
107 
4.2.1. Alienation 
4.2.1.1. The English Sample 
As predicted, Table Nine above indicates thatý in the English sample, 
controls are less alienated than in- and out-patients on the total alienation 
score and the two sub-scales (self and social). Three Kruskal-Wallis tests 
were conducted to examine the significance of the difference. Results are 
presented in Table Ten below. 
Table Ten: Kruskal-Wallis Comparisons between Enalish Controls, 
In-And Out-Patients on Alienation (Total, Self, Social) 
(01 chi-square p 
Alienation 
Total 2 31.91 0.0001 
Setf 2 32.88 0.0001 
Social 2 20.18 0.0001 
Note: All chi-squares are corrected for ties 
This shows that, as predicted, there is a significant difference 
between controls and drug users on the total alienation scale and the two 
sub-scales, self and social. 
4.2.1.2. Saudi Sample 
Table Nine above indicates that there is very little difference in 
alienation between Saudi drug users and controls. The differences are in 
the opposite direction to the one predicted. Mann-Whitney U tests were 
computed to compare the samples. The results are presented in Table 
Eleven next page. 
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Table Eleven: Mann-Whitney U Comparisons between Saudi 
Controls and Drup- Users on Alienation (Total, Self and Social) 
Mann- Whitney U p 
Alienation 
Total 977 . 3953 
Seýf 1011 . 2709 
Social 1051.5 . 2672 
Note: probabilities are one-tailed and corrected for ties. 
This shows that, for Saudi sample, there are no differences between 
controls and drug users in terms of alienation. The results for the English 
and Saudi samples are conflicting. Only the English drug users are more 
alienated than the controls. 
4.2.2. Assertiveness 
4.2.2.1. The English Sample 
Table Eleven above indicates that the controls are more assertive 
than drug users on all assertiveness sub-scales. Kruskal-Wallis tests were 
computed to test the significance of these differences. The outcome is 
shown in Table Twelve next page. 
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Table Twelve: Kruskal-Wallis Comparisons of Assertiveness (Total 
and Sub-Scales) Between Endish Samples (Controls, In- And Out- 
Patients) 
df Chi-square p 
Assertiveness 
Total 2 10.98 . 0041 
Behavioural 2 4.56 . 1022 
Conftontational 2 3.11 . 2104 
Drugs 2 38.25 . 0001 
Emotional 2 2.69 . 2596 
Note: All chi-squares are corrected for ties. 
These results indicate that the English controls are more assertive 
than drug users on the total assertiveness scale and the drugs sub-scale. 
There are no significant differences on the other three sub-scales: 
behavioural, confrontational and emotional. It seems that the drugs sub- 
scale accounts for the significant difference observed at the level of the 
total assertiveness scale. 
4.2.2.2. Saudi Sample 
Table Thirteen: Mann-Whitney Comparisons of Assertiveness 
between Saudi Controls and Drug Users 
Mann-Whitney U p 
Assertiveness 
Total 980.5 . 3953 
Behavioural 1002 . 1663 
Confrontational 902.5 . 569 
Drugs 945 . 606 
Emotional 957 . 111 
Note: Probabilities are corrected for ties and one-tailed 
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Contrary to expectation, these results indicate that there are no 
significant differences between controls and drug users in the Saudi 
sample. 
Overall, no differences were found in the Saudi sample on alienation 
or assertiveness. This may be due to several factors, not least social 
desirability or cultural differences. 
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4.3. CULTURAL DIFFERENCES IN UK AND SAUDI 
DRUG USERS 
Table Fourteen: Mean Scores and Standard Deviations of En2lish 
and Saudi Drull Users and Controls on Assertiveness and Alienation 













Total 69.19 63.00 100.33 77.33 76.10 
(11.12) (21.30) (14.55) (16.63) (13.01) 
Self 8.10 30.33 49.33 42.69 41.90 
(8.81) (11.00) (6.96) (9.47) (6.89) 
Social 39.62 32.67 51.00 34.96 34.20 
(11.19) (10.88) (8.64) (9.13) (8.00) 
Assertiveness 
Total 117.05 113.33 140.75 104.63 103.79 
(21.55) (39.11) (20.03) (16.21) (15.41) 
Behavioural 51.57 46.17 56.00 35.46 34.00 
(8.53) (14.17) (8.41) (9.08) (6.47) 
Confrontational 34.43 28.33 34.79 30.91 33.23 
(6.65) (12.02) (6.12) (6.82) (4.94) 
Drugs 8.10 14.00 23.58 15.18 16.80 
(2.84) (5.10) (5.84) (4.68) (4.69) 
Emotional 22.95 24.83 26.38 22.35 20.38 
(7.10) (10.37) (6.12) (7.12) (6.22) 
Table Fourteen indicates that the Saudi drug users are less alienated 
than English out-patients. The differences appear to be on the self- 
alienation sub-scale. In terms of total assertiveness scores, both cultures 
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appear not to be similar. However, the cultural differences between 
Saudis and English patients are in different directions depending on the 
sub-scales. In Table Fifteen below, alienation of English in- and out- 
patients and Saudi out-patients is compared overall and on different sub- 
scales. 
Table Fifteen: Kruskal-Wallis Comparisons between English (In- 
And Out-Patients) and Saudi (In-Patients) Drui! Users on Alienation 
df X2 p 
Alienation 
Total 2 10.96 . 0042 
Self 2 29.49 . 0001 
Social 2 4.70 - 0956 
Note: All X2 are corrected for ties. 
Although a non-parametric test was used to compare the groups, a 
series of Analyses of Variance was conducted, followed by Tuckey's 
Post-hoc comparisons, to locate the difference. This revealed that the 
Saudi in-patients are significantly less alienated (total score) than the 
English out-patients, but they are not significantly different from the 
English in-patients. This might be due to a more 'holding' environment 
provided by the institutions. Alienation would be more strongly felt on 
the streets than among peers in treatment centres. However, on the self- 
alienation sub-scale, the Saudi in-patients were significantly different 
from both English in- and out- patients. No significant differences were 
found on the social alienation sub-scale. The differences in assertiveness 
between Saudi and English drug users are presented in Table Sixteen 
below. 
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Table Sixteen: Kruskal-Wallis Comparisons between English and 
Saudi Drue Users on Assertiveness 
df X2 p 
Assertiveness 
Total 2 5.23 . 0731 
Behavioural 2 32.37 . 0001 
Conftontational 2 4.10 . 1285 
Drugs 2 32.32 . 0001 
Emotional 2 . 90 . 
6354 
Note: All X2 are corrected for ties. 
There is no overall significant difference between Saudi and English 
drug users on the total assertiveness scale. However, there are significant 
differences on the behavioural and drugs sub-scales. Tukey's Post-hoe 
comparison reveals that Saudis are significantly less assertive than both 
English in- and out-patients. However, there is not a significant 
difference between the English in- and out-patients. There is also a 
significant difference on the drugs sub-scale, but in the opposite direction 
to the previous one. Tukey's Post-hoc comparisons reveal that the 
English in-patients are significantly less assertive than both the English 
out-patients and the Saudi in-patients. However, there is no significant 
difference between English out-patients and Saudi in-patients. There are 
no significant differences between the threegroups on the confrontational 
and emotional sub-scales. 
4.4. CULTURAL DIFFERENCES IN CONTROL 
GROUPS 
The means and standard deviations of the English and the Saudi 
controls on Alienation and Assertiveness and their respective sub-scales 
are shown in columns three and five. 
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Table Seventeen: Mean Scores and Standard Deviations of English 
and Saudi Drug Users and Controls on Assertiveness and Alienation 













Total 69.19 63.00 100.33 77.33 76.10 
(11.12) (21.30) (14.55) (16.63) (13.01) 
Self 8.10 30.33 49.33 42.69 41.90 
(8.81) (11.00) (6.96) (9.47) (6.89) 
Social 39.62 32.67 51.00 34.96 34.20 
(11.19) (10.88) (8.64) (9.13) (8.00) 
Assertiveness 
Total 117.05 113.33 140.75 104.63 103.79 
(21.55) (39.11) (20.03) (16.21) (15.41) 
Behavioural 51.57 46.17 56.00 35.46 34.00 
(8.53) (14.17) (8.41) (9.08) (6.47) 
Confrontational 34.43 28.33 34.79 30.91 33.23 
(6.65) (12.02) (6.12) (6.82) (4.94) 
Drugs 8.10 14.00 23.58 15.18 16.80 
(2.84) (5.10) (5.84) (4.68) (4.69) 
Emotional 22.95 24.83 26.38 22.35 20.38 
(7.10) (10.37) (6.12) (7.12) (6.22) 
The differences in assertiveness between English and Saudi controls 
are presented in Table Eighteen next page. 
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Table Eighteen A: Mann-Whitney Comparisons Between English 
And Saudi Controls On Alienation 
Mann Whitney U p 
Alienation 
Total 80.00 . 0001 
Self 166.00 . 0004 
Social 60.50 . 0001 
Note: probabilities are one-tailed and corrected for ties. 
Saudi controls are significantly more alienated than the English controls. 
Table Eighteen B: Mann-Whitney Comparisons Between En2lish 
And Saudi Controls On Assertiveness 
Mann- Whitney U p 
Assertiveness 
Total 45.5 . 0001 
Behavioural 15.5 . 0001 
Conftontational 315 . 2162 
Drugs 125 . 0001 
Emotional 175 . 001 
Note: probabilities are one-tailed and corrected for ties 
Table Eighteen shows that Saudi controls are significantly more 
alienated and less assertive than English controls. 
This could again indicate either lack of validity of the questionnaire 
or genuine cultural differences. In view of the differences in the control 
samples, not much can really be made of the smaller differences between 
the drug user samples. Perhaps the conclusion should be that there are 
cultural differences irrespective of drug use. 
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4.5. CORRELATIONS BETWEEN ALIENATION AND 
ASSERTIVENESS 
Correlations (Spear's) between Alienation and Assertiveness were 
computed for the five samples separately. They are reported in Table 
Nineteen below. 
Table Nineteen: The Correlation Between Assertiveness And 
Alienation 
Sample P 
Saudi in-patients . 29 . 
024 
English in-patients . 15 . 50 
English out-patients . 79 . 
002 
Saudi controls . 43 . 019 
English controls . 38 . 
067 
Note: A positive correlation indicates an inverse relationship between Alienation anu 
Assertiveness 
The correlations were all in the same direction, i. e., high 
assertiveness was associated with low alienation. They are, however, 
significant only for Saudi in-patients and controls and English out- 
patients. 
4.6. CONCLUSION 
It is only the English sample of drug users that appears to conform to 
the predictions. Significant differences arise because Saudis appear to be 
less alienated, in particular, less self-alienated. The differences in 
assertiveness (which are not significant in any case) may be due to 
general cultural differences between the two societies. If the control 
groups are scrutinised, two further observations can be made. Saudi 
control group is significantly more alienated and less assertive than the 
English control group. This indicates either lack of validity of the 
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questionnaire in use on Saudi samples, or genuine cultural differences. 
In view of the differences in the control samples, nothing much can be 
made of the smaller differences between the samples. 
4.7. DISCUSSION OF THE RESULTS 
4.7.1. Hypothesis One: Drug Addicts Will Have A Higher 
Degree Of Alienation In Comparison With Non - Addicts 
4.7.1.1. Differences In Alienation Between UK Drug Users And U-K 
Controls 
The main result showed that there was a clear difference between 
controls on the one hand and drug users on the other hand (both for the 
in-patient and out-patient groups). With respect to the total alienation 
score, the drug users were more alienated than the control group. 
Differences were not found within the two English drug user groups, 
although a Mann Whitney U test could be executed to detect possible 
individual differences. In fact, the mean alienation scores indicate for 
these two groups that the out-patients seem to be slightly more alienated 
than the in-patients. If one expects alienation to be linearly related to 
drug status, i. e., the degree of dependence on drugs, or inversely related 
to progress and treatment and rehabilitation, then one would expect the 
alienation to be greatest for in-patients, followed by out-patients, and 
subsequently controls. 
Possible alternative interpretations could be that the in-patients, 
however, have a sense of belonging, as the institutionalised nature of 
their rehabilitation and treatment programme is executed within a safe 
and holding environment. The treatment setting evokes a sense of rightful 
belonging: anything that is expected from them can be fulfilled. What is 
meant by that is that they are in a clearly defined setting, with all the 
necessary role prescriptions, i. e., the 'drug-user-patient-who-will-be- 
cured', the 'recipient-of-help' and so on. Aspects such as the regularity of 
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treatment, the fixed nature of organizational proceedings, such as 
mealtimes, are influential, as is the omnipresence of health care 
professionals. 
This position is contrasted with the situation of the out-patient who 
is struggling in a relatively hostile environment where difficulties are 4D 
experienced carving out and defining a role, exacerbated by such 
variables as a potentially unstable home environment, an un-empathic 
social environment, and the economic pressures that drug use entails. 
Unemployment is likely to be a feature of the addict's life. Here, the 
importance of work in giving people a sense of meaning and belonging 
cannot be overestimated. 
This interpretation is supported when one explores the scores of in- 
and out-patients on the alienation sub-scales, self-alienation and social 
alienation. Again, the drug user groups are more alienated on both these 
sub-scales than the controls. The in-patients have a much more severe 
alienation score on the self sub-scale than the social sub-scale. On the 
other hand, the out-patients have similar self-alienation and social 
alienation scores. In addition, the in-patients are less alienated on the 
social score than the out-patients, which is consistent with the above 
interpretation, i. e., indicating that the social support provided in the 
treatment setting is having an effect on their social alienation score, while 
the out-patients are facing more socially alienating situations outside the 
protective parameters. It is interesting also to note that on the self- 
alienation score, the in-patients are much more alienated than the out- 
patients, who in turn are more alienated than the controls. 
Tbus, the expectation of a linear relationship between treatment 
status (ranging from in-patients to out-patients and controls) seems to 
hold for self-alienation only, while the hostile environment faced by out- 
patients as they leave the treatment centre may be responsible for a turn 
for the worse on their social alienation scores. 
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4.7.1.2. Differences In Alienation Between Saudi Drug 
Users And Saudi Controls 
As far as the Saudi sample is concerned with respect to alienation, 
no significant differences were observed on any of the alienation scales 
(total, self and social) between the in-patients group and the control 
group. The scores were in fact almost exactly the same for both groups 
on all three scales. With reference to the LJK sample described above, 
and to the previous literature, one would have expected alienation to be 
greater for the in-patients. However, this was not confirmed. The 
question arises as to whether the instruments used to measure alienation 
are equally valid for use in Saudi Arabia and the UK. 
While factor analyses presented earlier do give an indication that 
they are valid, this validity only pertains to the internal structure of the 
measurement instrument. External validity, i. e., the confirmation that 
alienation as a construct or concept exists in the Arab psyche, has not 
been demonstrated. To establish whether the same factor structure of 
alienation items is observed in Saudi Arabia as in the UK, a separate 
factor analysis would need to be conducted on the Saudi sample alone. 
However, the participant numbers do not permit such analysis. 
Hierarchical cluster analysis might be a method worth exploring under 
these circumstances to facilitate the exploration of the underlying 
structure of both Saudi and UK alienation factors separately. 
It may well be that alienation as a phenomenon does not exist in the 
same sense as it does in the UK. However, it could also be a distinct 
possibility that the Saudi drug users are simply not alienated, i. e., that 
drug dependency in the Saudi culture does not have a relationship with 
alienation. If it is claimed that alienation is causally linked to drug use, 
then this clearly does not hold for the Saudi sample. It could be claimed 
that by undergoing treatment in a treatment centre, their initial alienation 
has sufficiently subsided to a similar level as that experienced by a 
control population (for instance, through religious activity). 
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It would be useful in subsequent investigations to document how far 
into the treatment programme patients had advanced. As was mentioned 
earlier when the differences in treatment between the UK and the Saudi 
Arabian context were discussed, the Saudi treatment programme appears 
to be very intensive and compulsory, as opposed to UK programmes 
where the choice of treatment often involves the participatory decision 
making of the drug user. 
In short, four potential explanations have been put forward for the 
lack of observed differences in alienation between Saudi drug users and 
control samples: 
(1) The lack of difference is due to uncertainties pertaining to the way 
alienation is measured. More work needs to be done to validate the 
appropriateness of the questionnaire instrument for assessing 
alienation in Saudi culture. An initial step would involve an 
exploration of the factor structure. 
(2) The lack of difference is due to the non-existence of the alienation 
phenomenon in Saudi culture. Further work in this area might 
include a qualitative study exploring the views held and expressed 
(or the lack thereof) about the alienation concept. 
(3) The lack of difference is due to a quick rehabilitation from previously 
experienced alienation, alleviated by the effectiveness of the 
treatment programme. To address this issue, a longitudinal or cross 
sectional study could be conducted, assessing or monitoring the 
progressive change in alienation (or decrease) as the treatment 
programme unfolds. 
(4) The lack of difference is due to the fact that the Saudi sample is not 
alienated. Cultural variables which might mediate in this area will be 
fully discussed when Hypothesis Three is examined. This may also 
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relate to the nature of the samples in the versus those in the LYK. It is 
a distinct possibility that the drug users in both places are drawn 
from distinctly different societal strata (as the Personal History Form 
demonstrates in Chapter Four). 
4.7.1.3. Conclusion On Hypothesis One 
The support for the first hypothesis that drug users will have a higher 
degree of alienation in comparison to non-addicts is conflicting. It is 
supported with respect to the UK sample: alienation is higher for the drug 
users on all alienation scales. There are also indications that social 
alienation increases slightly for drug users who are not in a treatment 
setting. In the Saudi sample, however, no differences were observed 
between drug users and controls. Further avenues for research are 
suggested. 
4.7.2. Hypothesis Two: Drug Addicts Will Be Less 
Assertive Than Non - Addicts 
4.7.2.1. Differences In Assertiveness Between UK Drug Users And 
UK Controls 
Assertiveness was measured on five scales (total, behavioural, 
confrontational, drugs and emotional). It was predicted that drug users 
would be less assertive than controls. This hypothesis was confirmed on 
two scales, the total and the drugs sub-scale, where a significant 
difference was observed. The difference was also in the predicted 
direction on all three other sub-scales. Differences between in-patients 
and out-patients on assertiveness do not indicate, however, a linear 
increase in assertiveness as the treatment progresses. Further studies 
would need to be conducted to ascertain if there are differences between 
in- and out-patients, but the main finding holds, i. e., that assertiveness is 
greater in controls than drug users. Significant differences were observed 
on the drugs assertiveness sub-scale only (in addition to the total 
122 
assertiveness scale). This is to be expected, as the drug users are 
obviously using drugs; hence they are demonstrating a lack of 
assertiveness with respect to drugs. 
It could be inferred from this that assertiveness in general might not 
be an issue for drug users, as they are no different on the other 
assertiveness sub-scales (behavioural, confrontational and emotional). 
The significant differences observed on the total assertiveness scales can 
be accounted for by the observed variance in the drug assertiveness sub- 
scale. This might lead to the conclusion that a phenomenon other than 
assertiveness is responsible for drug use. This study is of course 
correlational, and causal inferences would not be possible, but these 
results do not indicate that an exploration of causal relationships between 
assertiveness (or lack of it) and drug use is a fruitful avenue. 
Given, however, that all three sub-scales that did not show 
significant differences between drug users and controls are in the 
expected direction, i. e., controls are slightly more assertive than the drug 
users, then it could be that with increased participant numbers this 
tendency might be shown to be significant. 
4.7.2.2. Differences In Assertiveness Between Saudi Drug Users And 
Saudi Controls 
Assertiveness on the five sub-scales was also compared in the Saudi 
sample of in-patients and controls. Contrary to expectation, no significant 
differences were observed in assertiveness between these two samples. fn 
fact, scores on all sub-scales were almost identical. This shows a similar 
trend to that observed in the Saudi alienation comparisons. 
This lack of difference goes against any theory linking lack of 
assertiveness to drug use or, put in causal terms, that drug use is caused 
by an overall lack of assertiveness. The reasons for this lack of difference 
are equally difficult to interpret. One possible explanation for the high 
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assertiveness scores of in-patients in comparison with controls could lie 
in the nature of the samples of drug users, i. e., there might be differences 
in assertiveness between the UK and the Saudi drug users. As explained 
in the treatment section in the Cross Cultural Chapter, the routes that lead 
to treatment are distinctly different in the UK than in Saudi Arabia. 
In the UK, the admission to treatment is entirely voluntary: it is up 
to the individual to decide whether he or she seeks admission to a variety 
of programmes. In Saudi Arabia, on the other hand, admission is 
mandatory. Whoever refuses or hesitates to get help is sent to the 
treatment centre for the necessary treatment. Family members are also 
encouraged to report on relatives whom they suspect of having issues 
around drug use. This leads to a situation where it can be hypothesised 
that Saudi patients get treatment earlier on their developmental route as 
drug users in comparison with UK patients. It could be considered that 
UK drug users are more severely damaged psychologically than the 
typical Saudi treatment recipient. A deterioration of assertiveness might 
be one such psychological consequence of drug use. 
An issue that cannot be ignored is the issue of social desirability. 
Assertiveness in Saudi culture is not a desirable trait; therefore, it might 
perhaps not be surprising that Saudi samples score lower on these scales. 
As both controls and drug users scores are very similar, the effect is 
arguably attributable to an overall cultural effect rather than intemal, 
cognitive differences between the samples. 
4.7.2.3. Conclusion On Hypothesis Two 
The support for the second hypothesis that drug users will be less 
assertive than non-users is conflicting. It is supported with respect to the 
UK sample: assertiveness is significantly lower for the drug users on the 
total assertiveness scale and on the drugs assertiveness sub-scale, but not 
on the behavioural, confrontational and emotional assertiveness scales. In 
the Saudi sample, however, no differences were observed between drug 
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users and controls. Further avenues for research are suggested. 
4.7.3. Hypothesis Three: Cultural Differences Will Be 
Detected Between Saudi And UK Samples 
4.7.3.1. Differences In Alienation Between Saudi Samples And UK 
Samples 
Results of alienation scores were compared between Saudi drug, 
users and UK drug users. A significant difference was found between the 
two groups on total alienation and an even larger significant difference 
on the self-alienation sub-scale. Saudi drug users are less alienated 
(particularly from self) than UK drug users. However, UK controls were 
significantly less alienated than Saudi controls. This points to the fact 
that there might be a difference in the effect observed that is not 
explained by cultural differences. Again, several potential explanations 
can be posited for this phenomenon if they are culturally different: 
(1) The lack of difference is due to uncertainties pertaining to the way 
alienation is measured. More work needs to be done to validate the 
appropriateness of the questionnaire instrment for assessing 
alienation in the Saudi culture. An initial step would involve an 
exploration of the factor structure. 
(2) The lack of difference is due to the non-existence of the alienation 
phenomenon in Saudi culture. This possibility is linked to the one 
expressed above. Further work in this area might include a 
qualitative study exploring the views held and expressed (or the lack 
thereof) about the alienation concept. 
(3) The lack of difference is due to a quick rehabilitation from 
previously experienced alienation, alleviated by the effectiveness of 
the treatment programme. To address this issue, a longitudinal or 
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cross sectional study could be conducted, assessing or monitoring 
the progressive change in alienation as the treatment programme 
unfolds. 
(4) The lack of difference is due to the fact that the Saudi sample is not 
alienated. Cultural variables might mediate in this. This may also be 
related to the nature of the samples in Saudi Arabia versus the UK- It 
is a distinct possibility that the drug users in both places are drawn 
from distinctly different societal strata. 
Yet another possible explanation for this is offered through the 
concept of 'choice'. In the UK, drug users are offered 'choice' about 
their treatment, whereas in Saudi treatment is in the hands of the 
authorities and is mandatory. In general, life in the UK appears to be 
more open to choice (hence, perhaps the lowest alienation scores of the 
UK controls). In Saudi culture, life is governed by dominant (sometimes 
implicit) codes of conduct that rule behaviour (as laid out by Islamic 
Law). This could contribute to the alienation differences between the two 
control samples, but also between the drug samples, as the shift in choice 
is not as great in Saudi Arabia as is the shift in the UK. Taken on a 
national scale, we could argue that locus of control in the Saudi context is 
external, while in the UK it is internal. 
4.7.3.2. Differences In Assertiveness Between Saudi Samples And UK 
Samples 
As mentioned above under the previous hypotheses, it was not 
surprising that the drugs assertiveness sub-scale accounted for the 
variance in explaining the difference between drug using and control 
samples. However, when comparing these results cross-culturally, a 
significant difference was observed between the Saudi drug users and the 
UK drug users the Saudi drug users being less assertive on the 
behavioural assertiveness sub-scale. A similar, but much higher, 
significant difference was observed when comparing the control samples. 
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In general, it can be concluded, then, that the variability in assertiveness, 
particularly on the behavioural assertiveness sub-scale, is accounted for 
by differences in culture, rather than related to the use of drugs. 
To refer back to what was discussed under alienation, the lack of 
assertiveness in terms of behaviour supports the notion of 'choice' (or 
lack thereof). Is 'choice' the concept that warrants most further 
investigation, and/or is it a 'third variable' that accounts for the observed 
differences in this study? Again, the notion of locus of control could be 
useful here. 
4.7.3.3. Conclusion On Hypothesis Three 
As the effects of all hypotheses show that they apply only to the UK 
samples and not to the Arabian samples, cultural differences probably 
account for this phenomenon. In some ways this is not surprising: 
assertiveness and alienation are distinct Western concepts; they were 
operationalised for use in a Western society, and may therefore not apply 
in the Middle East. A qualitative study exploring the meaning attributed 
to phenomena such as alienation and assertiveness, and their possible link 
with drug addiction, would shed some more light on this. Future research 
ought to take these findings into account; it is likely that a psychosocial 
phenomenon is always to a certain extent context specific, and even more 
so when a totally different culture with all its vicissitudes is being 
investigated. 
4.8 REFLECTIONS ON CROSS-CULTURAL VALIDITY 
In part, the results observed here may be the result of the lack of 
validity of the instruments used with these samples. The nature of cross- 
cultural research is by definition comparative, and as such it is important 
that the instruments used are measuring in both what they purport to 
measure in both cultures. As Van de Vijver and Leung (1997) point out, 
cross-cultural studies are susceptible to measurement artifacts. In 
particular, they point to how research questions are formulated and how 
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constructs are measured. Apart from the factor analysis, great care was 
taken to ensure that all items on the questionnaire had strong face 
validity. However, it is not certain that participants of different cultures 
attribute similar meanings to these questionnaire items. For instance, it 
could be argued that in a Western culture the notion of being assertive is 
regarded as positive, whereas in a Middle Eastern context it is more 
aligned with notions of disobedience. Indeed, the whole concept of being 
active or passive may have radically different connotations in these two 
cultures. Returning briefly to the factor analysis, it was shown that the 
factor solution did not replicate the original factors reported for both 
alienation and assertiveness, thus strongly indicating that the validity of 
these instruments for the purposes of this study was limited. In addition, 
it could be argued that taking a positivist perspective was not an 
appropriate research design at all. Berry et aL (2002) point out that while 
the method could be very useful when conducting experiments, reducing 
measurement from the observable realities of the experimental conditions 
to the vastly more subjective conditions of the survey severely limits the 
benefits of positivist research. The following section will review some 
relevant studies on the role of validity in cross-cultural studies. 
Evidence regarding cross-cultaral validity of instruments is 
conflicting. Some researchers argue that it is indeed possible to use the 
same instruments across different cultures unproblematically, whereas 
others point to some serious flaws. On the positive side, Woerner, 
Fleitlich-Bilyk, Martinussen, Fletcher, Cucchiaro, Dalgalarrondo, Lui 
and Taimock (2004) examined the cross-cultural validity of the Strengths 
and Difficulties questionnaire (SDQ), and found sound support for the 
psychometric properties and clinical utility for this questionnaire across a 
huge variety of cultures. Bendania and Abed (1997) reported similar 
findings for the Self Consciousness Scale (Fenigstein, Scheier and Buss, 
1975). They found that when this instrument was used in the United 
Arab Emirates, factor analyses produced the same general factors as in 
the original Western and other replicating studies. They conclude 
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therefore that this instrument is culturally sensitive, as the factor structure 
is both stable and allows for the observation of different distributions of 
items over factors. A third example of successful cross-cultural 
validation is the Beck Depression Inventory. West and Al-Kaisi (1985) 
present a study conducted with this instrument in Saudi Arabia, and 
report that the results of the cross-cultural validation agree favourably 
with those of the original American validation. 
However, Al-Musawi (2003), in a study examining validation of the 
Arabic version of the Group Personality Projective test in Bahrain, 
showed that the factor solutions obtained in the Arabic sample do not 
correspond to the original American factor structure. He therefore 
concludes that there is some considerable variance between the cultural 
groups in the US and Bahrain. Escandell (2002), in a thorough review of 
cross-cultural research with a particular emphasis on Saudi Arabia, 
stresses that the acquisition of local normative data stratified by age, sex, 
education, occupation and geographic region is the preferred method 
when using new instruments that show great sensitivity or selectivity but 
are from another culture. Local norms, he argues, give purpose to the 
measure. Many tests that short-circuit these methods are problematic, 
since there is no base rate against which to compare them. Indeed, this is 
a significant weakness of this present study. However, Escandell (2002) 
points out that collecting normative data takes a lot of time, money, and 
long-range planning, and acknowledges that it is therefore beyond the 
scope of many research projects. While not a valid excuse, it 
nevertheless explains why this may not always happen. A final 
interesting study examines the use of Rorschach amongst Iranian women 
(Aposhian, 1994). It is important to acknowledge that validity around the 
Rorschach is controversial anyhow, but this study does point to some 
interesting findings that highlight the extent to which lack of validity 
could lead to erroneous conclusions. Aposhian tested Iranian women on 
the Rorschach, one third receiving the intervention in Farsi using an 
Iranian female examiner, one third in English using a male American 
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examiner, and one third in English using a female American researcher. 
All three groups tested significantly different from Americans. In 
particular, an unusually large number were diagnosed as schizophrenic, 
clinically depressed, suicidal or with coping deficit. Hour-long follow-up 
interviews with these participants revealed none of the DSM criteria for 
these conditions. Indeed, clinicians who interviewed them found them in 
very good mental health. The implications for false positive diagnoses 
among Iranian women on this instrument are therefore significant, and 
point out clearly the dangers of drawing the wrong conclusions when an 
instrument is not validated for cross-cultural samples. 
As it was beyond the scope of this study to establish comprehensive 
norms for the alienation and assertiveness instruments, and as the 
observed factor structures did not replicate, a different way of 
investigating these concepts with a Saudi sample is called for. Since it is 
evident that different meanings are attached to concepts such as 
alienation and assertiveness, it seems appropriate to conduct a 
phenomenological study. This allows for a more sophisticated 
investigation of meaning in a culturally sensitive way, as well as 
avoiding the methodological artifacts as described above (Smith, 2003). 
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CHAPTER FIVE: A QUALITATIVE 
INVESTIGATION OF SAUDI DRUG USE 
5.1. INTRODUCTION 
Quantitative questionnaire-based research has an important role to 
play in the mapping out and creation of understanding of culturally 
different groups. However, it could be argued that if one wants to gain a 
deeper level of understanding of a particular phenomenon such as drug 
addiction, qualitative methodologies offer richer data. It is the belief of 
this researcher that not a single study has been conducted in which Saudi 
drug users have been interviewed about their drug use. The reason for 
this is quite simple: The Kingdom of Saudi Arabia did not until recently 
officially admit it has drug users amongst its population. Drug users are 
very much seen as pariahs and conducting further research is not seen as 
particularly necessary. 
Using a qualitative methodology heralds a shift from the dominant 
positivist paradigm hitherto adopted in this thesis. Within an interpretive 
research framework, the goal of the researcher is to gain a fuller 
understanding of the individual's situation and perspective rather than to 
interpret the relationships between diverse sets of variables. To a certain 
extent, the researcher ceases to be the dispassionate and detached 
observer and starts playing a more central role through her own 
interpretations. This is why it is important to be reflective regarding 
one's own position and sets of assumptions. As a researcher in this 
study, I have helped construct meaning, and do not assume a neutral 
position. I elaborate on this further when I discuss the lenses I used for 
analysing data. 
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5.2. PURPOSE OF THE STUDY 
There are several purposes for conducting this study. Firstly, I 
wanted to explore the phenomena of addiction, alienation, and 
assertiveness in a Saudi context. As a result of the quantitative findings, 
it had become clear that a shared meaning did not exist in Saudi Arabia 
and UK regarding these concepts. This notion of shared meaning (or 
lack of) has become a prominent topic of discussion in the social sciences 
and mental health fields. Littlewood and Lipsedge (1997), when 
discussing the concept of 'mental illness', ask why different societies 
might have different conceptualizations. They postulate several 
possibilities: the failure to recognise a particular phenomenon because 
the diagnostic lens is not shared; the concept being culturally derived 
rather than objectively/scientifically defined, and a lack of attention to 
the function of different concepts in different contexts. Wanigarame et 
aL (2001) equally point out that assumptions about a particular culture or 
ethnic group need to be carefully scrutinised, as they may result in 
erroneous assessments. They describe, for instance, the over-diagnosis 
of marijuana-induced psychosis in black Afro-Caribbean males. Indeed, 
Lloyd and Bor (2000), when discussing communication skills in clinical 
practice, point to the erroneous conclusions that can be drawn when too 
many assumptions are made regarding cultural and ethnic issues. They 
mention, for instance, that female health professionals may be perceived 
as having lower status by some ethnic groups, and therefore their 
opinions may not be valued as much as if they were male. Equally, they 
show that Western health professionals may interpret some behaviours as 
obstructive and uncooperative in patients from different ethnic groups, 
whereas these behaviours; are in fact part of a social, cultural or religious 
code of conduct. 
Littlewood and Lipsedge (1997), when discussing how different 
cultural backgrounds intersect with psychiatry as a profession, add that 
this is not solely a miscomprehension across cultures, but the legitimacy 
that is attached to the 'objective, scientific' knowledge of a discipline 
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that is regarded as hierarchically higher than knowledge that is derived 
locally, and within context. They give the example of a black Afro- 
Caribbean male being diagnosed by an Indian psychiatrist, working 
within a UK mainstream medical model, as schizophrenic, whereas the 
man was espousing beliefs that were shared by a large section of the 
Afro-Caribbean population. In this example, what would be considered 
normal in one cultural context becomes, through the application of a 
system of thought that is deemed objective and scientific (and therefore 
considered universally applicable and generalisable), not different but 
abnormal. 
A good example of this can be found on the recent letter pages of the 
journal Annals of Saudi Medicine (2004) regarding heroin users and the 
use of religious therapy as treatment. Nayyer Iqbal, a Consultant 
Psychiatrist at the Al-Amal Hospital in Jeddah, accuses Anton Osman, a 
Neuroscientist at the King Faisal Hospital in Jeddah, of 'minimising the 
role of religion in the recovery of addicts'. He acknowledges Osman's 
claim that 'religion lacks the objectivity of science', but argues that 'this 
does not imply that it has little or no therapeutic value'. He referred to a 
letter published by Osman and Shawoosh in the same journal (November 
2003), where, amongst other things, they claimed religion to be 
unscientific and vague. lqbal's counter-claim is that religion is 'under- 
researched, under-utilised and under-valued as a treatment modality'. As 
evidence, he quotes a 1997 study published in the American Journal of 
Psychiatry that conducted research into religion, psychopathology and 
substance use and abuse (Kendler, Gardner and Prescott, 1997). 
Referring to this work as 'significant evidence', he continues: "this 
supports the fact that religion does indeed offer protection against mental 
illness and addiction. There is therefore a need to bring objectivity to 
religion by developing and researching religious therapies and 
interventions. There is no better place than Saudi Arabia to do this". In a 
'right to reply' letter, lqbal (2004) stated: 
"I hope Dr Osman, as one of the consultants working in such a 
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specialised field, in a country with very deeply rooted religious 
adherence, should be more careful in what he writes about such a 
problem [minimizing the role of religion] to minimise the already 
mislead and mis-informed public about this problem [addiction]. We 
have stressed and emphasised the protective role of good adherence to 
religion in preventing self-destructive behaviour and addiction, but at the 
same time we have strongly advised against reducing the causes for such 
complex behaviour to socio-cultural factors only", (: 305) 
Several conclusions can be drawn from this interesting interchange 
of letters. Firstly, there is evidence of Saudi Arabia becoming more 
open, if a discussion regarding religion can take place in the journals. 
Secondly, it involves the juxtaposition of two powerful and totalizing 
discourses - religion and science. Thirdly, there is an attempt to 
integrate Osman's ideas - addiction cannot be understood by solely 
socio-cultural elements; and lqbal's use of scientific language to defend 
religion (under-researched; quoting prestigious scientific studies) and in 
effect to provide a scientific basis for religion. Fourthly, a 'forward 
thinking' and 'developing' agenda is put forward by Osman, following 
the discourse of progressive science (true to the Enlightenment spirit) 
versus a defence from lqbal. Finally, it needs to be noted that Osman is a 
German professor researching in Saudi Arabia, whereas lqbal is Saudi 
bom and bred. 
In short, this example illustrates the complexity of cultural, 
epistemological and ontological assumptions. To generalise somewhat, 
the 'Western' view being proposed holds that religion has a marginal role 
to play in treating addiction, that it is dangerous to hold that view, and 
that it is not scientific. The Middle Eastern view holds that religion is 
central, to minimise its importance is short-sighted, and effort should be 
applied to make religion and religious therapy more scientific. Of 
interest here is how a Middle Eastern culture seeks to legitimate its view 
by referring to a Western discourse on science. Conversely, some 
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Western researchers tend to go the other way: "We would emphasise that 
these [religion as systems of understanding and creating personal 
identity] are the modes by which many, perhaps most, people in the 
world interpret and experience serious mental illness, reflecting complex 
local psychologies of selffiood, autonomy, causality and power. To 
denigrate the individual's religious perspective as simply 'lacking in 
insight', whether we do this for reasons of biomedical positivism or 
vulgar Marxism, is to ignore both the intellectual elegance of religious 
explanation and its historical role in maintaining black identity in the 
face of European oppression, not to mention its pragmatic fiInction in 
generating organizations which have taken on more overtly political 
concerns ", (Littlewood and Lipsedgep 1997 : ix-x). 
In Saudi Arabia, this tension between the 'traditional' (i. e., religion) 
and the 'modem' (i. e., science) is central to how the country at present is 
re-examining itself In particular, the younger generations are at the 
forefront of redefining the role of religion within a society that cannot 
avoid the gathering social and economic forces of a globalised world 
(Yamani, 2000). They contest notions of tradition and modernity, with 
no single definition holding common currency. 
'Science', however, is still very much regarded as synonymous with 
quantitative work. While not explicitly stated, the absence of published 
qualitative work in Saudi journals could be seen to indicate that 
qualitative work at best is not as desirable as quantitative work, or at 
worst that it is considered unscientific. This would not be an uncommon 
view, as it echoes the UK debate within psychology regarding the 
scientific status of the 'new paradigm'. As discussed above, the process 
of examining the traditional-modem dichotomy is ongoing, and, it is 
perhaps too soon to accept the post-positivist approach to scientific 
inquiry. Nevertheless, it is an approach that warrants further exploration 
at this time. 
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5.3. ADDICTION, ALIENATION AND 
ASSERTIVENESS IN A SAUDI CONTEXT 
Since its creation in 1932, Saudi Arabia has undergone rapid and 
continuous social, economic and cultural transformation. Three 
generations have now lived under the rule of a specific Saudi state - the 
participants for this study come from the most recent or 'new' 
generation. This new generation perceived itself to be located between 
the institutions of the previous generation (family and religion, the 
'traditional' institutions) and the newer institutions of market and state. 
The members of this new generation are the first to seriously question 
and engage in a re-examination of what it means to be 'traditional' and 
'modem' (Yamani, 2000). As Yamani illustrates, the world views of this 
generation show that notions of tradition and modernity have become 
contested, with no single definition having common currency. For 
instance, they struggle with the redefinition of the role of religion within 
a society that cannot avoid the gathering economic and social forces of a 
globalised world. The perceptions and attitudes of this generation have 
been formed through engagement with a wider range of possibilities than 
was previously available : travel for work and leisure, education at home 
and abroad, a broad range of technological consumer goods, print and 
electronic media. As a result of these, there is a sense of inevitability 
about the growth of the modem in Saudi society. However, problems 
arise when there is a need to negotiate between the traditional Saudi 
social basis to life and the modem pressures seen as emanating from 
outside. Pre-existing cultural identities seem less and less able to 
encompass the kinds of social practices and social relations to which the 
state and market have increasingly given rise (Yamani, 2000). The main 
task facing the new generation of Saudis is the need to negotiate a sense 
of self in these new and unfamiliar circumstances. 
5.3.1. Self-alienation: A Question Of Identity 
As alluded to above, alienation in a Saudi context is not merely 
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being removed from self and society, but more of a struggle with self and 
society. Third-generation Saudis are faced with complex issues about 
who they are and what society they want to live in. Over the past few 
years, economic, political and religious behavioural standards have come 
under increasing pressure within the country. This has resulted in old 
standards of behaviour being either discarded or modified, a process that 
inevitably results in the changing of identity. Families are no longer the 
dominant sphere of socio-economic life; their role appears to be 
becoming gradually marginalised. Yamani (2000) points out that this can 
be observed in the current trend to idealise family, almost as a 
recognition of its diminished role. A similar argument can be made for 
religion. There is a shift in the relationship between religion and the 
more market-based social life. Religion either adjusts to this by 
becoming more permissive, or adopts a more rigorous enforcement of 
certain concrete social practices. Those who take tradition and 
community seriously argue that the state and family should see to it that 
the tensions between the old and new are minimised, and argue for a 
sense of national community - to preserve the traditional Saudi identity. 
Identity, whether conceptualised as a 'given' or 'constructed' is that 
which endows groups and individuals with a place, a function, a purpose 
and with a capacity for action (Dean, 1997). Identity is therefore 
indivisible from a political context. The basis of an individual's identity 
within a given society is over-determined, being created from numerous 
sources. Each input gains or loses importance depending on the 
individual's social circumstances. Since the founding of the state, Saudi 
identity has been determined by overlapping and competing sources 
(Yamani, 2000). Internal sources of competition have included religion, 
tribal belonging, family and the nation. External sources have 
encompassed the forces of Western modernization. The direction of this 
evolving sense of identity has been linked to the processes of economic 
development and government policy. The ruling elite has sought to 
control the process in ways that support its own political agenda and 
strengthen its position at the heart of the state. In times of economic 
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growth the Saudi population, optimistic about the future and supported 
by a financially strong state, has received ideas from the outside world 
with a degree of confidence that facilitates their coherent assimilation. 
However, in times of economic uncertainty and government austerity 
(the current situation), the population as a whole tends to seek cultural 
reassurance in notions of tradition. They become preoccupied with the 
mosque and public displays of piety or the home village from where their 
grandparents came, or else they transfigure the meaning of tradition so 
that it fits more easily with the new world (Yarnani, 2000). Either way, 
this retreat into certainty is an attempt to interact with a rapidly changing 
and uncertain world from a secure and recognisable base. As Erikson 
(1968) suggested, there is a need to relate the various aspects of one's life 
to one another in a coherent way. Reconciling these differences is a core 
part of the tasks faced by the new Saudi generation. I will argue here that 
some of the people in this sample used addiction to reconcile their 
fragmented sense of self and identity by adopting the cohesive identity of 
the drug user. 
5.3.2. Asserting Self In A Muslim Society 
In terms of assertiveness, the same tension between the traditional 
and the modem can be observed. Striking out in search of the modem, 
thus creating a new identity can be regarded as a counter-cultural act of 
defiance, demonstrating the will to do something that differentiates one's 
self. In this sense, using drugs becomes a very assertive strategy, along 
similar lines to that observed in the West during the Sixties - the drug 
user as rebel, rejecting traditional society, becoming a different person. 
Yet this will, or assertion, has also been used in the converse way, for 
instance in the 'just say no' campaigns against drugs in the US. In Saudi 
Arabia (as in most Muslim states), the dominant cultural norm is to be 
non-assertive, as one's will is not deemed important - it is Allah's will 
that matters, which is expressed clearly in the guidelines contained in the 
Quran. But as Littlewood (1998) emphasises, "there seems to be a 
tendency for industrialised societies with social mobility and a pluralistic 
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ideology to develop more individualised notions". In the current climate 
of old versus new, with the impact of Western modernizing influences, it 
is perhaps not surprising that the focus shifts from the religious and 
communal to the individual. Asserting one's self, whether against the 
state, family or religion, is frowned upon or even forbidden in the 
traditional way of life. The use of drugs, then, can be regarded as both an 
act of defiance and the seeking of a new identity at the same time. It is 
thoroughly modem, and results from conflict between the modem and the 
traditional. 
5.4. METHOD AND ANALYSIS 
5.4.1. Background To The Study 
This study took place six years after the first, quantitative study had 
been completed. There were several reasons for this, both at a micro and 
macro level. Conducting research as a woman in Saudi Arabia is 
difficult. While tolerated, there is nevertheless a general view that this is 
an unnecessary activity for a woman to engage in, let alone give priority 
to. Any other obligations are deemed more important than the pursuit of a 
career or interest, in particular those connected with the family. Familial 
needs have to be addressed first, and since families tend to be extensive, 
women can spend considerable amounts of time attending to these 
obligations. Secondly, the general climate over the past decade has made 
the region more unstable. In times of instability, the pull from the family 
is even greater, and signs of independence are even more frowned upon. 
Yet, instability can also herald positive change, however tentative, and 
this was in evidence in the attitudes towards and treatment of drug users. 
One advantage of the delay in completing the research, was that the 
situation regarding drugs had changed to a certain extent in Saudi Arabia. 
While drugs were still very much a taboo subject, more centres had 
opened, and there appeared to be more openness regarding the discussion 
and treatment of drug use. In particular, the opening of a centre in 
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Jeddah was significant. Jeddah has always had a more liberal attitude 
towards many social and political issues, in comparison to the 
conservatism of Riyadh. In part, this could be explained by the ethnic 
groups in the two regions. In Riyadh, the main population is made up of 
people originating from the Bedouin tribes, who are very conservatively 
religious. Most of the population in Jeddah is made up of third 
generation immigrants that originally came for Omrah or Pilgrimage 
(Haj) and then took up residency. They brought with them a more 
liberal form of Islam. This tension in the country between moderately 
liberal refon-ning factions and the more staunchly traditional and 
conservative ones has increased in recent years, not least through the 
influence in the region of world events such as 9/11 and the two Gulf 
wars. 
The Jeddah centre was therefore my first contact point for further 
research. Through a positive experience with the psychiatrist in this 
centre, I also received a referral to the sister centre in Riyadh, where I 
conducted my initial quantitative study. 
5.4.2. Method: Interviews 
The interview was chosen as an appropriate method as it would 
allow an in-depth, personal account of the genesis and experience of the 
drug user. As Burgess (1984) points out, interviews are conversations 
with a purpose. There are a variety of questioning strategies potentially 
available to the qualitative researcher. In this particular context, a 
primary aim was to encourage participants to "open up" and talk about 
themselves and their life experience. A questioning strategy which 
facilitated this seemed most likely to be effective, and left to the choice 
of a semi structured forniat, with open questions and probes (Hopkinson 
and Rutter 1981), rather than a highly direction strategy. This should 
ensure that there was sufficient space for the interviewees' voices to 
come through. This allowed me to ask my key research question ("can 
you tell me why you started to use drugs"), accompanied by a series of 
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prompts ("can you tell me more about"), ("what other thoughts come to 
mind as we are discussing this") to elicit more detailed information. By 
asking this very broad question I was able to set the agenda for the 
interview, without restricting the scope of the participants' answers. 
5.4.3. Recruitment Of Participants 
The sample was an opportunity sample of drug users who were in- 
patients at two centres, the Al Amal centre in Riyadh and the Al Amal 
centre in Jeddah. I discussed the purposes of the study with the 
psychiatrists in charge of the two centres, and they asked for volunteers 
to participate. In total, 19 participants agreed to be interviewed, of which 
7 withdrew at the time of interview (see discussion below), leaving a 
total of 12. The time table was coordinated by the social workers who 
worked with the participants on a day-to-day basis. 
5.4.4. Procedure: Conducting The Interview 
Participants were given a consent form, (following the British 
Psychological Society guidelines). The interview was scheduled for 90 
minutes per participant, to allow for 15 minutes introduction and briefing 
regarding the study, and 15 minutes for a debriefing session at the end. 
Some interviews lasted for a considerably shorter time. I decided to 'go 
with the flow' rather than sticking to a rigid time structure, and therefore 
did not challenge interviewees inappropriately when they showed signs 
of being uncomfortable about the interview situation. It needs to be 
bome in mind that the participants I was working with did not have 
experience of being interviewed other than in either a medical or 
police/prison context, hence there was some distrust and apprehension. 
While it was made clear when participants were invited to participate in 
this study that they were participating in a research project and that 
participation was voluntary, there was still some apprehension. I 
therefore spent a prolonged time discussing the context of the interview, 
with specific reference to the following points: 
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" Purpose: I explained that the aims of the study were to gain more 
knowledge about drug use in Saudi Arabia, and to try and 
understand the reasons why people were taking drugs. I made it 
clear that I was not prejudiced or 'blaming them' for taking drugs 
- rather, that I wanted to find out more so we could potentially 
help people better in future should they experience problems with 
drugs. I emphasised that participation was voluntary, and would 
not affect their treatment at the hospital. 
" Confidentiality: I explained that I had received permission from 
the psychiatrists in charge of the centres to conduct this research, 
and that I was under no obligation to report back what we 
discussed in the interview. However, as I am a woman, I needed 
to be escorted by a chaperone. The chaperone was known to 
them, as in both centres it was the social worker who worked with 
them. 
" Anonymity: all names would be changed, and no permanent 
record would be kept of their attendance at the interview. 
" What would happen after the interview: any information they 
gave would be used for research purposes. No transcripts would 
be seen by anyone other than the researcher and the translator. 
The space where the interviews took place was a small consulting 
room, arranged with three chairs in a triangular shape. A small table was 
placed in the middle, on which the tape recorder was placed. At this 
point, I also asked permission to tape our interview. Participants were 
told that no permanent record would be kept of their voice on tape, and 
that transcripts would not mention their name, nor any distinguishing 
elements that could identify them (like, for example, mentioning place of 
birth). They were told that demographic information would also be 
stored under the same code name. They were also informed that once the 
transcripts had been made, the tape would be destroyed. 
Three participants withdrew at this stage, as they did not feel 
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comfortable about the interview being taped. I engaged in a brief 
discussion with them about general issues, and did not exert any pressure 
on them to participate. A further four participants withdrew from the 
study in Riyadh. The reasons given for the withdrawal for the Riyadh 
participants were slightly different. All the reasons pertained to the fact 
that the researcher was female. One of the key issues revolved around 
participants not wanting to take part in the study for any other reason 
than to "flirt" with the researcher. One participant came to the interview 
simply to give a lecture to the researcher that what she was doing was not 
appropriate for a woman because she should not be engaging in a 
conversation of any kind with the opposite sex. He was extremely 
religious and once he has delivered his lecture he left the room and 
refused to be part of the study going forward. It is interesting to note that 
all four participants who withdrew from the Riyadh sample were 
Bedouins, a generally extremely religious group who stand by full 
segregation of the sexes and therefore found what the researcher was 
attempting as "wrong" or an "invitation". According to Islam it is 
permissible for a woman to show her face, however one of the 
participants objected to the fact that the researcher had covered her hair 
but not her face, which is a good example of the difference between 
Islam and how it is currently translated into everyday life. The researcher 
had believed that by covering her face she would create too big a barrier 
for the interview to be useful; however, as it turned out in this instance, 
not covering her face made the interview impossible. 
Given that the researcher was a woman, a chaperone was required at 
all times during the interviews as it is unacceptable for a female to be 
alone in a room with a male. Clearly, the chaperone therefore also needed 
to be a woman. The interviews may therefore have been terminated early 
because chaperones are often seen as informants. Secondly, the very fact 
that the male population was being interviewed by a woman is unusual 
and could have created some discomfort for the participants. During the 
preparation conversations with the chaperone it was agreed that when 
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given certain signals she would leave the room on a pretext, for example 
getting tea for the researcher and the participant. This meant that the 
researcher was still able to gather the type of information that was 
required for this study. 
The core question that was asked of participants was: "Could you 
tell me why you started to use drugs? " It was thought that the question 
should be as broad as possible. Participants were allowed to give their 
accounts with minimal interference from the researcher, apart from the 
usual prompts. Open questioning was used here specifically, since no 
assumptions could be made about the types of answers and areas 
participants would draw on in constructing their accounts. Interviews 
were conducted in Arabic and translated by a certified translator. All 
names have been changed in order to protect anonymity. 
Interviews were transcribed in full, and resulting data were analysed 
using thematic analyses (King, 1998). The research lens used for the 
analysis is described below. Emphasis was placed on understanding 
participants from their own perspective. No claims are made in this 
research regarding the 'truthfulness' of the accounts as presented by 
participants. Rather, it is by investigating the self-narratives that are 
offered as an explanation for the origins of drug use that ultimately 
greater insight and understanding of this phenomenon specifically 
located within a Saudi cultural context can be gained. 
5.5. DESCRIPTION OF PARTICIPANTS 
In this section, I have ensured that I give a background of the 
participants that is comprehensive, but at the same time does not include 
any information that might compromise their anonymity. All names have 
been changed to names that are in common usage in Saudi Arabia. When 
discussing occupations, I have made the categories broader. For 
instance, rather than specifying 'army, air force, navy', I use the term 
4military'. 
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All participants are from the generation that Yamani (2000) refers to 
as the 'new generation', i. e., the third generation since the inception of 
the Kingdom. The following six participants were interviewed in Jeddah. 
Mohamed, 42 years old, is a former air steward, and is married with five 
children. He has been taking drugs for over 18 years, and this is the third 
time he has been admitted to the clinic for treatment. He initially used 
cannabis, but this escalated into the use of ecstasy and heroin, which he 
snorted and injected. He is the youngest of six siblings, and comes from 
a poor background. His father was an alcoholic and had been imprisoned 
several times. The father died when Mohamed was four years old. The 
consultant psychiatrist's diagnostic formulation specifies that 
Mohamed's lack of religious conscience and social deprivation are causal 
to his addiction. 
Sami, 40 years old, used to be a goldsmith (now unemployed for several 
years), and is divorced with no children. He has been taking drugs for II 
years, and has been admitted to hospital for treatment six times. He uses 
heroin intravenously. He has seven full siblings and one half-brother 
from his father's second marriage. He comes from a wealthy family, and 
started working in the family business after primary education. Shortly 
after joining the firm, his father died. The consultant psychiatrist's 
diagnostic formulation states that the reasons for taking drugs are lack of 
religious conscience, lack of useful hobbies considering that fact that he 
is unemployed, and bad influences from his circle of friends. 
Abdullah, 35, was formally a member of the military, and is divorced 
with two children. He has been taking drugs for 18 years, including 
cocaine, cannabis, crack cocaine, amphetamines and heroin. This is the 
first time he has been admitted to hospital for treatment. He is one of 
seven children, and moved from the family home to live with his 
grandmother at an early age. He describes his background as 'not well 
educated but middle class'. Psychiatrist's diagnostic formulation 
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mentions lack of religious conscience, peer pressure, and use of drugs for 
recreational purposes. 
Samir, 42, is also ex-military, and is divorced with one son. He has been 
taking drugs for over 25 years, and has been admitted to hospital seven 
times for treatment. He uses cannabis, amphetamines and heroin. Samir 
is the eldest of five brothers, and comes from a wealthy family. His 
father used to smoke cannabis. The psychiatrist's notes state that he uses 
drugs due to lack of religious conscience, peer pressure, curiosity, lack of 
useful hobbies considering the fact that he was unemployed, and for 
recreational purposes. 
Hassan, 41, ex-military, is single. He does not disclose how long he has 
been taking drugs, but states that he has been using heroin 'for a while'. 
At the time of interview, this was his seventh admission for treatment to 
the hospital. He mentioned using a 'variety of different drugs', and that 
included heroin. Hassan was raised away from his parents with his 
elderly grandparents, and describes his background as middle-class. 
Psychiatric diagnostic formulation states lack of religious conscience, 
peer pressure, prolonged leisure time, a family history of addiction, and 
recreational purposes. 
Fahad, 38, ex-military, is single. He has been taking drugs for 10 years, 
and has been admitted to the hospital eight times for treatment. He uses 
cannabis and heroin. Of five brothers, he is the eldest. Naseem states 
that 'I was rejected as a child, and have not been favoured with my 
parents' love'. He comes from a professional class background. The 
consultant psychiatrist only states 'unknown reasons' as underlying his 
addiction. 
The following six participants were recruited in Riyadh. Psychiatric 
diagnostic formulations were not made available in this clinic. 
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Turki, 32, used to be employed in the police, has now been unemployed 
for eight years, and is single. He has taken cannabis and heroin, and 
started using drugs when he was 14. He has been admitted four times for 
treatment. Turki is the third of six brothers, and everyone in his family 
used drugs. He mentioned he was bullied most of his life because of his 
small size. 
Faisal, 44, used to work for an airline, and is married with three sons. 
Over the past 20 years, he has taken cannabis, amphetamines and heroin, 
and has been admitted for treatment eleven times. Of five brothers, he is 
the eldest. He describes his childhood as 'not extremely tough'. He is 
not readily forthcoming with information regarding his background and 
social status. 
Sultan, 33, is ex-military and single. He has been taking cannabis, 
amphetamines and heroin for 17 years, and has been admitted to hospital 
sixteen times for treatment. Sultan does not offer further information. 
Naif, 30, is ex-military, and is single. He has been taking cannabis and 
heroin for the past 16 years, and has been admitted to hospital six times. 
He is the youngest of seven brothers. Naif describes his upbringing as 
'strict', and mentions that his father died when he was 14, which is also 
when he started taking drugs. Prior to his father's death, he describes his 
childhood as very happy with a strict father but one 'who was like a 
friend to me'. His family run their own trading company. 
Bador, 41, ex-military, is married with five children. He has been using 
cannabis, amphetamines and heroin for 23 years, and has been admitted 
to hospital for treatment seven times. He is the youngest of six siblings. 
He started taking drugs after the death of his father. He states that he felt 
loved during his childhood by his parents and siblings. His family was 
mainly employed by the military. 
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Khalid, 33, is divorced. He never worked because he comes from a very 
wealthy family. He has been using cannabis and heroin for 17 years, and 
has had five hospital admissions. He is the second oldest of five 
brothers. He describes his family background as 'very good -I got ZP 
everything I asked for'. 
Recurrent themes that emerge from these profiles are that by and 
large most participants have been admitted to hospital for treatment many 
times, there is a high occurrence of paternal death at an early age, and the 
main drugs used are cannabis and heroin. Many have a military 
background, which allowed them to travel abroad regularly. Participants 
come from a range of social strata. A firtlier recurrent theme is the 
diagnostic formulation of 'lack of religious conscience'. 
5.6. CONSTRUCTING A LENS FOR DATA ANALYSIS 
The key aim of this qualitative study was to explore how the 
constructs of alienation and assertiveness in addiction operate within a 
Saudi context. Since no research can ever be value-neutral and truly 
'objective, it is important to position the research, and to make explicit 
the assumptions made by the researcher when interrogating the data. 
The first step in analyzing the data focused on mapping the data 
according to a number of emergent themes. This is a valuable tool as the 
stories recounted reflect how the participants view their world and the 
key influences they perceive in their life. As Jarvilourna et al. (2003) 
point out, the text of a person's life connects cultural and personal issues 
in a narrative of self. This type of analysis focuses on the lived 
experience or phenomena as they present themselves to the conscious. 
Practically, transcripts were read and words or sentences relating to the 
core phenomena under investigation (addiction, alienation, assertiveness) 
were extracted. This methodology follows the guidelines of descriptive 
analysis as suggested by Holloway and Wheeler (2000). 
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Following this, I have focused particularly on the interplay between 
different levels of analysis: cultural, social and interpersonal, and intra- 
personal. I investigate drug use in Saudi Arabia against the backdrop of 
a society in transition, where old versus new is a core theme in the 
production of a new identity, fit for contemporary living. I then 
investigate how the cultural level is internalised for the individual, 
drawing on the work of Standish (2003). 1 then broaden this out to 
investigate how the internal world intersects with the interpersonal and 
social. As stated previously in the original aims of the quantitative study, 
many research studies as well as government policies illustrate that drug 
users are alienated from society in terms of employment, family ties, etc. 
Drug user populations in the West (especially with heroin) are 
predominantly from deprived backgrounds, problematic upbringings, 
socially and economically disadvantaged. In Saudi Arabia, while less is 
known about the background, there is still a clear indication that drug 
users are alienated from the predominant mores of society. Both 
societies acknowledge that the reasons for this alienation are complex 
and not well understood (see, for instance for UK, the 2001 Drugscope 
RepoM and for Saudi, the 2001 Iqbal article). The argument I propose 
here is that one aspect of this social alienation is through its interaction 
with self-alienation. Standish's work can offer an insight into the 
workings of being alienated from self, and also offer an insight into the 
link between being alienated from self and addiction. In particular, 
Standish's model shows that, apart from other underlying and contextual 
causes, the cycle of addiction both perpetuates and reinforces an 
alienation from self. This cycle illustrates, particularly in its final stage, 
why it is difficult to get the addict out of the cycle, as addiction prevents 
learning taking place. Since many approaches emphasise the learning of 
social skills (including assertiveness) as a core part of drug rehabilitation, 
it seems important to investigate the level of assertiveness present in 
substance users. The argument put forward by Schaler (2000) is also 
appropriate here, as it offers a critique of the dominant disease model by 
positing a free will hypothesis as an alternative explanation. If drug users 
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do indeed have a choice, then investigating the extent to which they have 
the ability to assert themselves against the drug use and 'say no' becomes 
an important aspect to investigate. 
It should be noted that what is presented here are the accounts of 
drug users - it is their story, their insight, and their explanation. 
Understanding their world view, in combination with the theories 
described above, gives a rich insight into the phenomenologies of 
addiction, alienation and assertiveness. This is not a formal ethnographic 
study; nevertheless, there are some elements of ethnography that have 
been drawn on to present the data, the main one being the attempt to 
contextualise the study as much as possible. Practically in terms of 
coding the data, the methodology of Hoyle, Harris and Judd (2002) was 
used. Two coders examined the data in detail. Each coder was trained 
prior to the analysis to identify the core themes of interest to the present 
study. Example narratives were used to practice and to ensure similar 
judgments were being made. Each coder was asked to identify extracts 
where participants discussed addiction, alienation and assertiveness. 
These initial extracts were then pooled and discussed, and subsequently 
arranged under a series of themes. These are presented below. 
5.7. ALIENATION AND ADDICTION 
In this section, I will describe how alienation from Saudi 
mainstream society intersects with drug use in a variety of ways through 
an analysis of the participants' accounts in combination with the variety 
of theoretical lenses described. I will illustrate how a troubled childhood, 
linked in part to the shift between the traditional and the modem way of 
life, led to difficulties for these participants in attaining an identity. I will 
show how these subjects attained the identity of 'drug addict' in an 
attempt to cope with their identity problem. I will then describe how 
through a variety of trigger events, they have perpetuated this alienation 
and extended it into being alienated even further from self and society. 
While they use drugs in an attempt to heal their self-alienation, becoming 
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an addict results in further cycles of alienation. 
5.7.1. Primary Alienation: From Self 
As argued previously, alienation from self can be viewed as 
difficulties in locating an identity. Against the backdrop of a shifting 
Saudi identity, characterised by tensions between the traditional and the 
modem in Saudi society, it is difficult to tease out how what occurs on a 
societal level interplays with what happens at an inter- and intra- personal 
level. For instance, Yamani (2000) claims that one of the reasons Saudis 
hold on to the past is that it functions as a secure base for life, where 
rules for family and religion are so interwoven that they almost appear 
indivisible. While the new generation has not really experienced 'the 
past' (this is the first generation that has not got a direct connection to the 
way of life in the desert, where codes regarding conduct in terms of 
family and religion were established), it is clear that the past can function 
as a safe and secure notion in a confusing and morally ambiguous world: 
the rules are very clear, and what is good and what is bad are strongly 
delineated. 
However, the sample of drug users here did not necessarily 
experience 'the past', in the form of an ideal base of family and religion, 
as safe and secure. There are recurrent themes of bereavement, of 
overbearing parents, of being isolated from the nuclear family, and of 
being picked on at school. Mohamed, for instance, recounts how "my 
schoolmates despised and targeted me". The reason for this was that he 
was forced by his mother to sell sweets at school at an early age to 
supplement the family income, which had declined since the death of his 
father at age four. Sami recalls how "my father's death lejt a deep 
vacuum in me -I think if he were alive I would not have taken drugs". 
Abdullah states that "my grandfather died when I was seven, so I had to 
live with my grandmother [ ... ]I began tojeel detachedfrom my nuclear 
family ". Hassan was excluded from school when his life destabilised 
after the death of his grandmother who had brought him up. 
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These various accounts show that the safe home life as associated 
with the traditional way of life may not have been as smooth for these 
participants. What can be observed here is that as modem ways of living 
become more prevalent, some of the secure aspects of the past 
diminished. Conversely, some aspects of traditional life may be 
experienced as less positive in a modem context. While 'in the past' 
living with a grandparent did not require leaving your own living space 
(as this was commonly shared amongst generations), nowadays families 
by and large do not share those extended living spaces. Thus in 
Abdullah's case, he was removed from what he refers to as his nuclear 
family. Selling sweets at school would not have arisen in previous 
generations, as school is also a modem structure. Arguably, access to 
drugs can also be regarded as an aspect of modemity, since although they 
may have been around for centuries, there was a self-regulatory structure 
in the past way of life (in the main through religion, and the societal 
observance of religious rules) that governed their usage. 
To what extent these personal experiences of cultural deracination 
are different for this group than for their contemporaries is unclear, and 
they are unlikely to account solely for the use of drugs as a coping 
strategy. My argument here is not that drug use is an inevitability 
because of the difficulties that are inherent in the shift from traditional 
culture to modem culture, but that for all the participants in the sample, 
there were some major elements in their historical accounts that indicate 
a troubled childhood. This in turn may indicate difficulties in the 
attairiment of a sense of identity, a sense of self. Nevertheless, it is also 
important to note that in the findings of the quantitative study, no 
significant differences were found between control groups and drug users 
regarding their formative experiences. For some in this current sample, 
however, there is evidence that formative and cultural experiences 
interact. 
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5.7.2. Thwarted Identities 
The following excerpts will demonstrate how individuals struggled 
with attaining their own identities. In particular, they illustrate how, 
through their interactions with others, either family or peers, they became 
frustrated and resorted to drug taking as a way of addressing this 
frustration. Examples of these frustrated interactions include being 
rejected by others; not being allowed to marry; not being sufficiently 
mature to exercise self-determination. Some even claim that they were 
thwarted by the Devil, or a Zionist conspiracy. 
Mohamed: 
"Ifell in love but both my mother and herfamily refilsed our marriage 
because of the hostile relations between the two families. I was very 
depressed because of this. Soon, I was on a trip and was in a low mood 
[ ... I and started taking drugs ". 
Later he refers more to love relationships: "the reason I took drugs was 
that I loved a girl but my mother deprived me of her company. My 
mother later made an engagementfor me to a girl who was related to us. 
Ifelt she was like a sister to me, but I did not refuse the engagementfor 
fear that my mother would get angry". 
Also Turki: 
"The woman I loved got engaged to someone else, but my father 
disapproved of the relationship. I couldn't say no to myfather 
And Naif- 
"Everything I did was a success, but rnyfather refused to let me juýfll my 
ambitions [ ... ]I cannot say no to myfather ". 
Many of the other participants described similar tensions between what 
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they wanted to do, and the choices they wanted to make, and the 
disagreement with some significant others. Others claim they were 
thwarted by more obscure 'others' such as the devil or a Zionist plot. 
Fahad: 
"I used to learn the Quran by heart and lead people during prayers at 
Ramadan. It was the Devil's Eye. I remember once we were in Abha 
and after I recited the Quran I bled and when I started to recite the 
Quran my voice discontinued and broke ". It was after this experience 
that he turned to drugs. Being thwarted in his wish to be a 'good' 
Muslim, he believed it was the Devil who was responsible for turning 
him to drugs. For Mohamed, it was the Jews: 
Mohamed: 
"Gradually they taught me how to obtain drugs and seduce women. 
Believe me, that was a Zionistplan. Why only Saudi andArah youth9 " 
As these quotes show, participants ascribe the onset of their drug 
habit to a variety of circumstances. The identity of 'being a victim' 
clearly comes to the fore here: participants report being victimised either 
by parents or family, the devil, or as part of a Zionist plot. In each of 
these cases, they feel they have to forsake something: being independentý 
grown-up, being 'good', being innocent - virtues that hitherto were 
important elements in the construction of their own identity. Being 
thwarted, they resorted to taking drugs, and in this way, achieved a 
different identity - that of a drug user. 
5.7.2.1. Attaining The Identity Of Being An Addict 
Drugs gave many of the participants the identity they sought to 
achieve. For some, it was identification with others: father; parental 
figures - wanting to grow up, 'be big, and 'be a man'. 
For instance, Mohamed states that: 
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"My father died because he was an alcoholic. I recall seeing several 
times the bottle of drink and the glass he used to take his alcoholic drink 
I also remember him in prison; since then I always remember how I saw 
my father behind the thick prison bars. R'hen I grew up and become 
imprisoned, Ifelt that the place was familiar to me. That is because the 
scene of the prison bars [... ] has never left my mind". 
Later in the interview, he adds: 
"I think the reason I resorted to drugs was because of myfather. I used 
to ask myself, is myfather better than me? He used to drink alcohol ... I 
must be like him or even better and take drugs ". 
For Turki, using drugs was all about wanting to be big: 
"I used drugs when I was 14. Most of the people around me were using 
drugs. I wanted to be like them. My problem was that I was small in 
stature and I looked younger than my age. Everyone thought I was 
young- even at home they used to pick on me. In my neighbourhood they 
called me'the small one'. No one treated me according to my age, just 
my size. I had to do something to make them realise I was older, so I 
started using drugs. [ ... JI was left out of conversations in men's 
surroundings, and they spoke to people younger than me but bigger in 
size. I used to feel that drugs made me bigger". 
Thus drug-taking, rather than drugs per se, became the magical 
solution for achieving the identity that was desired. A drug-induced 
euphoria is merely a transient subjective state, whereas drug-taking is an 
act of defiance. It is demonstrably risky, illegal, transgressive, anti- 
authoritarian and anti-Islamic tradition. It is also interesting to note that 
most of the participants came into contact with drugs while travelling 
abroad. Yamani (2000) pointed out that the opportunity to travel was one 
of the key ingredients that was causal to the Saudi identity conflict. 
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Through travel, she argues, the new generation of Saudis experience 
cultures and mores unfamiliar to their own, which make them reflect on 
aspects of their culture and way of life which they previously accepted 
without questioning. So drug-taking is a thoroughly modem response to 
feelings of alienation and lack of identity, a clear way of rejecting the 
past and becoming what you think you want to be. 
5.7.3. Conclusion 
I have shown here that the participants I interviewed came from a 
childhood that was not experienced as secure and safe. This in itself may 
not be unlike the experience of other, non drug-using Saudis. Yet against 
this backdrop of societal change, characterised by tension between 
tradition and modemity, these participants struggled with attaining their 
own identity and experiencing a coherent sense of self. They reported 
being thwarted by some 'other' - be it a father, the Devil or a Zionist 
plot. Their response was to become addicted, as this either offered a 
solution ('becoming big', or becoming like the alcoholic father by whom 
they felt thwarted) or obliteration (focusing completely on the cycle of 
addiction, which was to become a sufficient identity). Travel abroad, for 
many presenting the first opportunity to take drugs, also precipitated the 
collision of the new, modem or different collision with the traditional 
mores of Saudi life. 
5.7.4. Secondary Alienation As A Result Of Drug Use 
All the above accounts describe both the background and the 
immediate motivating events that participants claim led them to use 
drugs for the first time. Under Standish's model, these could all be 
viewed as trigger events. Once drugs were identified as a way of coping 
with complex issues relating to identity and alienation from self, 
participants describe how, through the addictive cycle they progressively 
became further alienated from themselves, families and society. 
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5.7.4.1. Stage One: Trigger Events 
Standish (2003) classified trigger events into four different 
categories: biological, social, emotional and behavioural. Most of the 
accounts given by participants above could be included in one of these 
categories. While arguably all events have emotional components, many 
of the above accounts illustrate the difficult emotional experiences that 
participants view as causal to their drug use: death of a father; rivalry 
with a father; defiance of authority; need to feel higher 'status'; 
experience of lack of love by parents. Most participants describe 
experiencing social pressures, such as peer pressure; being in an 
environment where everyone else takes drugs (for instance, in new 
working environment - shop; airline); separation from parents; pressure 
to achieve; thwarted ambitions due to parental decision making; and 
work pressure. 
Furthermore, different behaviours are required when outside 
traditional Saudi culture. Thus some reported a feeling that one needs to 
be more active. 
Again, I want to point out here that the data I present does not 
assume that these participants are in any way different from the general 
population. However, all these triggers lead to an emotional response in 
the addict that he cannot handle. The trigger events and pressures lead to 
a strong affective reaction that cannot be adequately verbalised. The 
affect is somatised, because it is so overwhelming and uncomfortable. 
As a result, there is a lowering of self worth and self-esteem, which in 
turn leads to a craving signal to 'repair' esteem and worth. Since it is 
interpreted as a somatic signal, a somatic response is required - for the 
addict, drugs (Standish, 2003). 
5.7.4.2. Stage Two: Using Drugs, Followed By A Reduction In 
Tension 
It is in this stage that Standish elaborates on drugs as the magic 
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solution, and the answer to the woes experienced in the trigger phase. A 
complex compromise solution is achieved. However, through repeatedly 
resorting to drugs to achieve solutions, the addict becomes less and less 
able to resolve internal and external world problems in the long run. 
Evidence for these two aspects is presented below. 
Sami reports that his work improved following the use of drugs: 
"I tried drugs and I liked it - It helped my drawing 
And: 
"I started work and whoever saw the piece of work that I did while 
under the influence of drugs said it was the most beautiful they had ever 
seerk I continued taking drugs in order to concentrate better on my 
work ". 
Turki also experienced it as a solution to his problem (being small): 
"I used tofeel that drugs made me bigger". 
And Naif: 
"[Drug-taking] made mefeel less lonely, as I had nofriends - it gave me 
closeness to my brother who was also a user" 
Fahad reported: 
"Drugs move me awayfrom being depressed". 
Mohamed: 
"Ifell in love with my cousin but my mother and her parents refused our 
marriage [ ... jI was in a low mood, I was talking to a colleague on a trip 
who said he had something that would make me forget all my miseries. I 
fell asleep for ten minutes during which time Ifelt like flying in the air 
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andveryhappy. I took more of the stuff as it worked". 
Abdullah: 
"Taking drugs made me feel active and confident I started drugs to 
escape my problems ". 
5.7.4.3. Stage Three: The Withdrawal Stage 
This is when it becomes obvious to the user that they are being 
deprived of something, yet despite realising that it may not be the best 
solution to continue, they continue or resume doing it anyway. 
Abdullah again: "Ifell in love with a woman, but when Iproposed to her, 
her brother refiised. I went back to taking drugs". 
Samir: 
"When I stopped taking drugs Ifelt a vacuum". 
initially no problems were reported, but contact with family became 
less frequent. There is some evidence of shame and guilt, which in turn 
leads to continued use. In the transcripts, there is not a lot of evidence 
for this third stage. In part, this may be because the interview's 
methodology may not be sophisticated enough to gain information about 
this part. In future, more specific questions regarding tolerance, 
withdrawal and resumption of drug taking could be asked. There were, 
however, many reports on the further, wider alienation that resulted from 
the continued addiction. As Hassan's example shows, alienation not only 
from self but from peers and society became an extra burden: 
"People, neighbours and my family hated me after I became addicted; I 
became an undesirable person among people around me". 
Fahad mentions: 
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"I used to blackmail my siblings and treat my mother harshly, and 
gradually lost contact ". 
Sami also states: 
"I did not see myfather before his death. My mother said that I was the 
cause of my father's death because he was grieving for the condition I 
hadreached". 
5.7.5. Conclusions 
It is clear from this evidence that Standish's (2003) model has 
some merit. Following an initial series of trigger events, users adopt 
drugs as a way of gaining some coherent identity (the craved for 
solution), yet at the same time get caught in a different cycle, which 
ultimately results in further alienation. They may have solved their 
internal problems for a while, but new external ones are created, 
reinforcing the lack of an effective solution to the former. 
5.8. ASSERTIVENESS AND ADDICTION 
In several of the quotes above, there is already evidence of drug 
taking as an assertive act. In this section I want to explore in more detail 
the various ways in which the concept of assertiveness can be approached 
in the context of addiction. 
Depending on what explanatory model is used, taking drugs can be 
linked in opposite ways to assertiveness. Lack of assertion would accord 
with the 'disease' model; self-assertion would fit in with the 'choice' 
model. What I mean by this is that if addiction is conceptualised as a 
disease, then the argument goes that it is important to assert 'one's Self 3 
against the disease of using and continuing to use. I would argue, 
however, that the very act of taking drugs, is a way of asserting oneself in 
3 "One's self' is used herein the sense of "NqfsiMutma'inna", the Contented, Fulfilled 
and Satisfied Self 
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order to create and produce an identity. Lack of a firm sense of identity, 
alienation from self, is countered by taking drugs - even though this may 
only be a temporary solution, and a potentially (self) destructive one at 
that. 
In the quotes presented above, it can be clearly seen that 
participants' drug use has many functions, overriding one being to 
increase the ability to cope with the situation they find themselves in. 
Participants report reduced anxieties, having better sex and work, being 
bigger. It is only when the negative effects of the drugs start taking their 
toll that others (usually close family members) force them to respond to 
the secondary problem (addiction) by seeking treatment for their 
addiction. In the treatment centre, the first challenge they encounter is 
once again to 'give up' self by 'giving themselves' to Allah, and allowing 
Him to guide them. Arguably, this was the very deficit they sought to 
6cure' (i. e., obliterate) with drugs, in the first place and therefore 
treatment could potentially act as a further means of self-alienation. 
5.9. CONCLUSIONS 
The interviews provide rich vignettes revealing how a sample of 
Saudi men commenced and experienced drug use, and for what reasons. 
In the context of shifting identity in Saudi culture, I have presented an 
account (drawing on Standish's 2003 work) of how these participants 
struggled with identity issues and sought to 'cure' themselves (i. e., their 
'selves') by becoming addicts, thus asserting themselves against the 
dread of self-alienation and lack of identity. I summarise some further 
key themes below. 
5.9.1. Removal Of Support Structures 
The loss or absence of a firm support structure, be it the father, 
prospective marriage, indigenous culture or religion, forms one of the 
most common themes in these participants' accounts. Some examples 
quoted are listed below: 
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" The death of the father or significant other 
" Moving abroad, away from the family 
" Significant family members moving abroad 
" Overly permissive upbringing with lack of supervision 
" Overly strict upbringing, experienced as oppression instead of 
support 
" Betrayal by family members (failure to acknowledge or support 
wishes and aspirations, such as forbidding marriages, making one 
member work on behalf of the rest of the family) 
5.9.2. Thwarted Ambitions Or Desires 
Another common theme which emerges is the notion of being 
hindered in the achievement or fulfilment of desirable goals. These 
include: 
" Denial of love: for instance, by not being able to secure parental 
permission for marriage 
" The pursuit of educational goals: for instance, having to forego 
education for economic reasons 
Career aspirations: for instance, when parental approval for chosen 
career paths is not given 
5.9.3. Beneficial Effects 
In all cases, initial beneficial effects are perceived, enhancing the 
feeling that taking drugs is an appropriate way of dealing with the trigger 
situation. These effects include: 
A more satisfying sexual experience (except with heroin which 
suppresses libido) 
40 Greater concentration and improved quality of work (during the 
effects of amphetamines) 
Succeeding in filling a void 
Creating a new identity 
162 
I want to note again that loss of support structures and thwarted 
ambitions may not apply exclusively to addicts, and might occur equally 
often in non-addicts. In this sample, it was clear from the data that the 
removal or absence of social support (mainly family support) was cited 
most often as a reason for drug addiction. It can be argued that such an 
absence of support systems makes one vulnerable and places serious 
constraints on coping strategies which would otherwise be called into 
play when facing difficult life events. Invariably, participants 
specifically encountered such problematic experiences in childhood or 
adolescence which they felt incapable of dealing with. The lack of 
family support, and in some cases the direct involvement of the family in 
creating those problems, denied these participants access to social 
support structures which under any normal circumstances would be 
called upon to help a young adolescent overcome difficulties. As the 
coping literature has demonstrated, social support from adults and peers 
is extremely important when direct, active, self-reliant problem-solving is 
unsuccessful. In such situations, the adolescent or individual is likely to 
employ more passive or avoidant strategies. According to certain 
classifications of coping strategies, self-destructive reactions, such as 
substance abuse or engaging in dangerous behaviour, form part of these 
passive avoidant strategies, which have on the whole been shown to be 
less conducive to satisfactory problem resolution. From one perspective, 
however, drug-taking in men is the opposite of passive and avoidant - it 
is defiant and self-affirming. 
The participants met severe restraints and faced opposition to the 
fulfilment of their important life goals, such as marriage and career, 
which are crucial during adolescence. These thwarted ambitions were 
partially caused or perpetuated by their family situation. In any case, the 
family failed completely in helping to find a solution to these problems. 
This combination of lack of social support and thwarted ambitions 
leads to a threat to self and social identity. With all the traditional active 
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problem-solving strategies being incapacitated as described above, the 
individual is alienated from himself and his goals. Cultural norms 
prevent the exertion of assertive coping strategies and the use of drugs or 
mind-altering substances becomes an attractive option as a strategy for 
coping with these feelings of alienation. The picture presented here of 
the causes of drug use fits the description of one of Wurmser's (1974) 
types of drug user: the compulsive user (cf: 41) - i. e., the individual who 
becomes addicted to avoid the distress of depression, anger, rage and 
anxiety. 
Once these conditions are in place, if and when drugs become 
available the individual experiments with them and ultimately develops 
an addiction. The generally limited access to drugs in the Kingdom of 
Saudi makes the issue of availability a key concern. In some cases, 
participants were introduced to milder drugs such as cannabis and 
alcohol by work colleagues, friends or family members but more 
importantly, access to harder drugs happened when they travelled abroad 
and experienced foreign cultures. These trips were mostly related to 
work and, significantly, most of the participants in our sample were 
employed in either a military or aviation setting, thus having easier 
access to drugs due to the amount of travel involved in their jobs. 
Participants generally stated that they had shown an initial reluctance 
or resistance to substance use on the basis that this did not fit with their 
own self concept: for instance, on religious grounds amongst others- 
wanting to be a 'good Muslim'. However, they succumbed to peer 
pressure and to the norms of the new cultures they became acquainted 
with. In many cases, the initial providers of the drugs were equally 
reluctant to provide drugs, pointing out the illegality and negative effects 
involved. 
However, the lack of fit of the notion of being a drug user into the 
self-identity was overcome in many cases by identification with a 
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significant other (for instance, the father), or in other cases a new social 
identity was created by seeking the company of peers who were using 
substances. This represented just one of the initial beneficial effects 
experienced. Others included enhancement of sexual experience and 
heightened productivity. Overall, however, drug use was experienced as 
filling the void left by the loss of social support structures and thwarted 
ambitions. In the short term, drugs were experienced as an effective way 
of coping. 
A period of escalation and increased addiction followed, as the 
strength or nature of the drug ceased to be sufficient in achieving the 
desired goal of coping with the loss of structure and the pain of thwarted 
ambitions. Their increased use ultimately perpetuated the sense of 
alienation (including social exclusion and withdrawal from society) and 
further rejection by family. Participants on many occasions attempted to 
stop by themselves, but were thrown back into substance use to avoid 
withdrawal symptoms. 
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CHAPTER SIX: DISCUSSION 
6.1. INTRODUCTION 
Using a variety of levels of analysis, I have provided evidence that 
the struggle for a core self-identity lies at the heart of the stories 
recounted by the participants. Against a backdrop of cultural identity 
shifts between traditional and modem influences, these participants seek 
to cure a thwarted sense of self through the use of drugs. While in the 
long terrn this proves counterproductive, it nevertheless achieves the aim 
of asserting an individual, modem identity. Indeed, I have demonstrated 
that the axis of traditional-modem is an important parameter when 
investigating notions of alienation and assertiveness in the addicted 
person in a Saudi context, particularly when alienation is viewed as 
'difficulty locating an identity'. Most of the participants could be viewed 
as 'third generation Saudis' - their grandparents were living at the time 
of the unification of Saudi Arabia, their parents when the oil economy 
heralded an era of affluence and the establishment of political 
infrastructures. They themselves were children at the time of the 1984 
economic down-tum, which for the first time saw economic insecurity 
affecting the Kingdom. Furthermore, they were the first generation who 
did not have a direct connection with the desert way of life, where codes 
regarding conduct in terms of family and religion were established. The 
past serves for many as a secure base for life in a confusing and morally 
ambiguous world (Yamani, 2000): the rules for family and religion are 
so interwoven that they appear as the same. While this is experienced by 
everyone, the participants in my sample sought recourse to drugs as an 
attempt to solve difficulties. This cultural level of analysis is key to an 
understanding of addiction in Saudi Arabia. 
How do these results look when considered in the context of 
alienation? As discussed in previous chapters, there is doubt regarding 
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whether or not the concept of alienation has validity in a Middle Eastern 
context. Probably, this is because of the way it has been measured, using 
items derived from Western ideas and samples. However, when we 
investigate the concept of alienation through the accounts of the 
participants, some signs of alienation are apparent. If we turn back to 
Seeman's (1959) categorisation system we can see that the six elements 
are clearly in evidence here. Through the use of drugs, participants were 
definitely trying to give meaning in their situation which had become 
'normless' through the lack of social support structures. As Seeman 
(1959) points out, alienation will occur when norms lose their regulative 
force. Participants equally felt powerless to organise their own future, 
and through escalated drug use became progressively isolated, and thus 
even more alienated. Homey (1950) is also relevant here. I suggested 
that it is the removal of social support and thwarted ambitions that led to 
a threat to self-identity and social identity. In Homey's terms, this threat 
to self would be seen as self-alienation, as it is a threat that functions to 
thwart the original force towards individual growth and fulfilment 
through which individuals may achieve full identification. Some points 
however can be disputed. For instance, Erikson (1968) cites rebellion 
against the family as a major factor contributing to the alienation of 
young people and their use of drugs. Our findings suggest that it is not 
rebellion, but quite the contrary: loss of support from the family pushes 
these participants into drug use. Wurmser (1974), who explicitly linked 
drug use and alienation, clearly identified the role of a threat to self He 
points to the family relationship pattern in which parents fail to provide 
positive support during developmental crises, with a lack of trust 
developing as a result of these inconsistencies. He elaborates that there 
might be a specific element in the psychopathology that will interact with 
this lack of support. This might then be exacerbated by an acute crisis, 
leading to the desire to escape from the internal distress experienced. A 
third element he cites as linking alienation and drug use is the conflict of 
values between the individual and his or her social environment. In 
addition, the seductiveness of the peer group and the availability of drugs 
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to relieve the unbearable inner turmoil encourage the user to make the 
drug the primary source of escape. Drug use, then, is identified by 
Wurmser as an attempt at self-treatment for the overwhelming effects of 
loneliness, rage and shame - in other words, to compensate for the 
overwhelming feelings of being alienated. The model developed by 
Standish (2003) proved useful in understanding alienation and 
assertiveness, and this study provides some empirical evidence to support 
the concept. 
In the chapter on assertiveness, we argued that assertiveness might 
be an appropriate coping strategy to prevent the sense of alienation 
associated with addiction. It is here that cultural differences are perhaps 
at their most important. In retrospect, as with alienation, the concept of 
assertiveness could also be viewed as a distinctly Western construct. 
Throughout the literature, assertiveness is always viewed as a positive 
quality that is almost essential if one wants to protect one's sense of self 
and one's differentiation from other and individuation towards self In a 
Middle-Eastern culture, where the dominant paradigm of the family 
reigns supreme over the cult of the individual, assertiveness is almost 
invariably frowned upon and discouraged. Under Islamic law, parents 
must be obeyed almost as unquestioningly as Allah. We could therefore 
argue that individuals will almost inevitably have an external locus of 
control. However, while Rotter's (1972) theory looks at locus of control 
in terms of beliefs that are held by individuals, it should not be forgotten 
that, for lay people in the Middle-East, these are not merely 
psychological constructs but are actually firmly grounded in the reality of 
their day-to-day experiences. In the quantitative study, it was found that 
the Saudi sample was significantly lower in measures of assertiveness 
than the UK sample, with no significant differences between Saudi drug 
users and control groups. This further indicates the cultural presence of 
an external locus of control. 
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6.2. CONDUCTING THE STUDIES 
In retrospect, it may have been more useful to conduct the qualitative 
phase of the research prior to the questionnaire-based one. However, 
important lessons have been learned from this. It has been clearly 
demonstrated that a body of knowledge developed in one context cannot 
be translated to different cultural contexts unproblematically. This 
research highlighted the sometimes artificial nature of data procured by 
measurement instruments. At the same time, it has demonstrated the 
usefulness of a semi-ethnographic and qualitative approach to complex 
phenomena such as substance use. 
This thesis has demonstrated various points that are important both 
methodologically and conceptually. Conducting research comparing 
different cultures is fraught with difficulties. Not only can it not be 
assumed that measurement instruments will be valid across cultures, but 
also different societal attitudes towards undertaking research (particularly 
in a sensitive area such as substance abuse) can be problematic in terms 
of access and willingness of participants to cooperate in the research 
process. 
We have demonstrated here that while initially level of alienation 
and assertiveness, combined with social background, could not be linked 
to drug use in both UK and Saudi sample, the subsequent qualitative 
analysis showed that these concepts do indeed have currency across the 
two cultures investigated. As these claims are based on findings derived 
from a small sample of interviews, however, further research is needed to 
develop items from these interviews, in order to compile an instrument 
that is ecologically sound for a Saudi population. This might enable the 
initial hypotheses suggested in this thesis to be re-tested, and could lead 
to more solid, generalisable claims regarding the roles of alienation and 
assertiveness in the aetiology of drug addiction. 
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6.3. IMPLICATIONS FOR THEORY AND PRACTICE 
In principle, the main philosophy, derived from Islam, that underpins 
the use of alcohol in Saudi Arabia, should be transferable to the use of 
heroin. Indeed, under Islamic law, ecological factors and pre-legacy of a 
step-by-step system of gradual desensitisation, persuasion and effective 
community involvement was applied for fourteen centuries. To date that 
system is keeping most of the Middle East 'dry'. It is therefore 
somewhat surprising that current treatment of heroin addicts does not 
particularly focus on either the ecological factors or the involvement of 
the community. Perhaps through the rise of a more fundamentalist 
interpretation of the religion, the main focus has been on re- 
implementing religious beliefs when dealing with drug addicts. As can be 
seen from the description of the diagnostic formulations by the consultant 
psychiatrists in our qualitative sample, apart from 'unknown reasons', the 
main cause of drug addiction was cited as 'lack of religious conscience'. 
I would argue that reintroducing the concept of community involvement 
and perhaps specifically family involvement, could lead to more effective 
treatments that will prevent the large number of readmissions 
experienced by our sample. Qureshi et al. (2000), who examined drug 
use patterns in psychiatric populations in Saudi Arabia, concluded that 
parents can play a key role in drug prevention through controlling the 
money supplied to children. This research would radically oppose the 
reduction of the family influence to the mere consideration of funding. 
From the sample used here, it is clear that the family, as the locus of 
support, structure and decision-making, should play an integral role in 
devising different strategies for coping with the emotional disturbances, 
which lead to alienation of the individual. Reliance on this positive 
resource would remove the need for the individual to rely on the negative 
resource of drugs. 
By using Standish's (2003) model, we have also gained insight into 
drugs as coping strategy. There are three basic models of coping 
functions in substance use. A model of direct affect regulation claims 
170 
that substances produce change in affective states. For example, they 
reduce anxiety (Cappell and Greeley, 1987). Other versions posit that 
substance use has a function in reducing negative affect and increasing 
positive affect. An alternative view is that substance abuse assists coping 
by providing distractions from problems: for example, diverting attention 
temporarily from unpleasant self-awareness (Steel and Joseph, 1990). 
Thirdly, substance use may provide performance enhancement: for 
example, tobacco may improve performance because of attentional 
focusing and enhancement of a well-learned response (Grobe et al. 
1991). Ashby et al. (1996) point out that coping functions may vary 
considerably amongst individuals, depending on initial exposure to the 
substance and subsequent use in different situations. All three functions 
are evident in our qualitative data. 
Lazarus and Folkman's (1984) transactional model predicts that 
problem-focused coping reduces the level of problems that could create 
stress, and is thus protective with respect to substance use. Emotion- 
focused coping does so as well because it reduces the level of internal 
emotional distress. For our participants, both of these were largely 
unavailable. For instance, their ambitions were thwarted (problem- 
solving); in most cases emotional support was unavailable, as it is not 
part of the culture; those who could provide it had often died, or perhaps 
participants mistrusted their family. A model of coping therefore needs Zn 
to be devised that both addresses problem-focused and emotion-focused 
coping functions, and is at the same time sensitive to the Middle Eastern 
context. Basically, it is proposed that by providing new, (or improving 
existent) coping strategies, the individual is better equipped to deal with 
the problems of self-identity and social identity which he encounters. 
In a paper by Ayers et aL (1996), a comprehensive taxonomy of 
coping styles is presented. From this, we can make the following 
relevant observations to further understand what a treatment programme 
should include. Its aim would be to improve existing styles, and provide 
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more adaptive strategies. In this respect, reference to the role of the 
family would be regarded as crucial. At present, the coping solution that 
substance use provides addresses the need for affect regulation, problem 
solving and performance enhancement. However, this is only temporary 
and ultimately unsuccessful. Arguably, substance use is a way of coping 
with the effect of not being able to cope with life situations in other more 
direct and constructive, problem solving- ways. A treatment programme 
focused on boosting and developing other more effective coping 
strategies could in theory make the need for drug use as a coping strategy 
obsolete. What other coping strategies could be available? Ayers et aL 
(1996) distinguish between five higher order dimensions of coping. 
These are: 
" Problem-focused strategies 
" Direct emotion-focused strategies 
" Distraction strategies 
" Avoidance strategies 
" Support seeking strategies 
Problem-focused strategies reflect cognitive and behavioural efforts 
to manage or change problems that cause distress. Previous research has 
shown that children's' problem solving is negatively correlated to mental 
health and substance use, and positively correlated with self-efficacy 
(Wills, 1986). The participants in our sample were all thwarted in this 
style of coping (e. g. in their marriage and career aspirations) largely 
because of lack of support from the family. A treatment involving the 
family as a cultural institution would focus on increasing the 
understanding and respect for the individual's wishes. In a sense, if 
family is so culturally important, this importance needs to be awarded to 
all members. Assertiveness in the traditional Western sense cannot be 
easily applied in this context, because of the hierarchical family structure 
in Saudi Arabia. However, by involving the family from the start of 
treatment and throughout, positioning the substance user as 'in need of 
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family support' rather than as a source of shame, the development of 
shared family-based effective problem-focused strategies would be 
facilitated. 
Direct emotion-focused strategies involve seeking understanding of 
the situation; i. e., cognitive efforts to fmd meaning in a stressful situation 
and to understand it better. Although, these strategies do not seek to put 
a positive interpretation on the situation, they involve positive cognitive 
restructuring: i. e., thinking about the situation in a more constructive 
way, accepting that one can live with the situation the way it is. They 
also involve expressing feelings, either by an action, a verbal expression 
or simply an overt release of emotion. This is a solitary activity, and 
does not involve discussing feelings with other people. However, in the 
case of people already alienated from themselves, this coping style may 
not be sufficient or readily taken on board. Arguably, it is a way of 
coping that already requires a high degree of emotional maturity. 
The distraction coping strategies are characterised by physical 
release of emotions and distracting actions. The individual uses some 
other activity or stimulus to distract her or himself from dealing with or 
thinking about the problem situation. This strategy is akin to the 
functions of drugs in reducing negative affect and increasing positive 
affect by diverting attention temporarily from unpleasant self awareness 
as described by Steele and Joseph (1990), this being one of the main 
function of substance use. Any treatment should attempt to avoid the use 
of this type of coping strategy. 
The fourth style of coping, the avoidance strategies, involves using 
avoidant actions and cognitive avoidance. Avoidance strategies allow 
the individual to manage emotion by stopping thinking about the problem 
entirely. Avoidant actions include behavioural efforts to avoid the 
stressful situation by staying away from it. Cognitive avoidance involves 
efforts to stop thinking about the problem, using fantasy or wishful 
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thinking. Arguably, drug use falls under this sort of passive coping 
response also, and should equally be avoided. 
I would maintain that the greatest improvement in the development 
of more effective coping strategies for an individual at risk of becoming a 
drug user would result from a focus on support seeking strategies. These 
strategies comprise problem-focused and emotion-focused support 
dimensions. More precisely, they involve the use of other people as 
resources to assist in seeking solutions to the problem situation: i. e., as 
sources of advice, information, or direct task assistance. They also 
involve the use of other people in listening to feelings or providing 
understanding to help the person to be less upset. 
What I am advocating here, then, is the introduction of a system of 
coping that is family rather than individual based. While this may not 
sound radical to Western ears, in the Kingdom of Saudi Arabia this 
would signal a seismic shift in the way drug users are viewed within both 
culture and family. Yet, it is arguably not unachievable in the same way 
that increasing assertiveness might be. Since lack of assertiveness is an 
issue of the culture rather than the substance-using sub-culture, too much 0 
of a structural change would be required. However, maintaining the 
central position of the family, shifting its main role from controlling to 
enhancing the experience of family for all family members, would not 
'attack' the very fabric of the notion of family in the way the notion of 
asserting one's self against it would. Further developments from the 
work presented in this thesis should include a critical assessment of the 
Western literature on this topic, resisting the temptation to introduce a 
Western model immediately into a Middle Eastern context. 
However, many obstacles may stand in the way, not in the least those 
pertaining to cultural identity. As mentioned above, in a time of shifting 
identities and cultural changes between the old and the new, the 
discipline of social science is not immune to these influences. In some 
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ways, there is almost a 'science as competing religion' argument. While 
the disease model has a lot of currency because of its scientific status, it 
could be argued that it is incompatible with religious therapy. In Saudi 
Arabia, it is not the same line as groups such as AA take, in that power 
needs to be given to a higher entity to seek strength to cope with the 
disease. Rather, it is the person who sought to take drugs who is 
responsible, because of a lack of religious consciousness. This is a subtle 
but important distinction. In some ways, religious therapy holds that 
using drugs is a choice, in line with the theory espoused by Schaler 
(2000). As such, it could actually be more liberal and appropriate than 
the disease theory doctrine. 
6.4. LIMITATIONS OF THE TWO STUDIES 
It is important to draw attention to some methodological 
limitations of the studies conducted in this thesis. In particular, I want to 
expand on the cross-cultural validity issues regarding measurement, and 
the validity issues regarding the qualitative investigation. 
In hindsight, several issues have been ignored in the quantitative 
study. These concern translation, scaling assumptions, and validation. 
Translation is the least problematic of these issues, since clear guidelines 
were followed, but do nevertheless have some limitations. Two native 
speaking licensed translators independently translated the instruments 
from English into Arabic. Two further translators re-translated them from 
Arabic back into English. However, there was probably not enough 
emphasis on conceptual translation - all translations were very exact and 
literally equivalent, hence providing some of the ensuing problems. 
While these translations were piloted to evaluate acceptability and 
understanding of the translation, no significant comments regarding 
changes were reported. This may have been due to compliance of the 
pilot group, however - participants may have been reticent to make what 
they would consider critical comments, as this is not part of the prevailing 
Arabic culture from which they were drawn. This possibly led to some 
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more serious limitations regarding scaling assumptions. While 
Cronbach's alpha indicated that the scales were reliable for the translated 
scales, this is an insufficient justification for their use. Examination of 
the validity and comparability of the scales is necessary for their proper 
interpretation. Conducting test-retest would have helped in this respect, 
but was not carried out. In ternis of validity, studies of validity increase 
understanding of the meaning of a score and the meaning of changes or 
differences in that score. This is usually done by examining content, 
construct and criterion validity. Factor analysis usually provides a good 
indication of the construct validity of an instrument, and the factor 
analysis conducted in this study replicates previous factor structures to a 
certain extent. However, because the data do not fulfil the necessary 
requirements to be considered parametric data (in particular because there 
is no homogeneity of variance), factor structures cannot be considered as 
robust. Since no other Arabic measures of alienation and assertiveness 
were in existence at the time of the study, it was also impossible to 
conduct criterion validation studies. The most important conclusion to be 
drawn from these methodological and statistical limitations is that it 
cannot be argued that like with like has been measured. This flaw has 
likely influenced the results, hence these need to be treated with caution. 
More time should have been spent piloting the measures with an Arabic 
population at the translation, scaling and validity stages. It cannot be 
assumed that a single structure or concept will be replicated across 
cultures unproblematically. (indeed, we know they can not-e. g. ) 
In an attempt to remedy this, the qualitative study was undertaken. 
I was new to conducting qualitative research, hence some limitations to 
this work also need to be explored. I want to draw attention to limitations 
in the recruitment of participants, conducting the interview, and analysing 
the data. 
Participant recruitment was a difficult task, principally because 
most users are male and I am a female researcher. This meant that I 
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needed a chaperone at all times. The presence of this person inevitably 
made the interview situation less intimate, and participants may have 
edited their responses quite heavily. It is also likely that the people in 
charge of recruiting the participants may have pre-screened them prior to 
the interview, so I only saw 'compliant' interviewees who would follow a 
general 'hospital line', and would restrict the amount of information they 
divulged. I already mentioned that several participants withdrew from the 
study because they considered it to be inappropriate to be interviewed by 
a woman. This bias may have been present to a lesser extent in 
participants who did consent to be interviewed. It would have been 
interesting to have similar interviews conducted by a male researcher and 
to ascertain whether and how responses may have differed. A further 
limitation concerns the accusation of 'finding what you want to find' in 
qualitative studies. It is true that only parts of the data transcripts are 
presented here. Interviews yield a vast amount of data, and selecting 
extracts is inevitably subjective. I addressed this subjectivity in two 
ways. Firstly, by using a second coder, some intersubjectivity could be 
established - we usually were in agreement that the extracts presented 
were indeed representative of a general theme. Secondly, I acknowledge 
that qualitative data analysis will never be wholly objective, and have 
tried to work with the subjectivity by being reflexive. For instance, by 
acknowledging my role as a co-constructor of these narratives, by 
reflecting on my position as a woman in the interviewing context, and by 
reflecting on societal and contextual issues more general. 
6.5. CONCLUSIONS 
I have demonstrated in this research that the concepts of alienation 
and assertiveness are to a certain extent useful perspectives from which 
to view addiction in both Western and Middle Eastern cultures. However, 
it could be argued that viewing all three of these constructs (alienation, 
assertiveness and addiction) unproblematically is at best culturally and 
contextually insensitive, and at worst fundamentally flawed. In this final 
section, I will draw on the work of Littlewood (1998), Littlewood and 
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Lipsedge (1997) and Kareem and Littlewood (2000), beyond doubt the 
seminal works on intercultural research with regard to psychiatry. As 
Littlewood and Lipsedge (1997) ask, who is the alien and who is the 
alienist? 
As a woman, a Muslim, a Saudi and a social sciences researcher, I 
inevitably have a range of inherent belief structures that guide my 
investigations and my views of the world. Social science research, with 
its predominantly Western roots, at times conflicts with the traditional 
belief and value structures of my society. As a woman, my experience of 
Saudi culture is different from that of the male participants I studied. 
The constructs I chose to investigate are based on a framework that has a 
different origin than the society I come from, and indeed the one I sought 
to research. According to Durkheim (in Littlewood, 1998), the symbols 
by which we think are reflections not of individual experience, but of the 
social order. Applying this here, 'social order' can refer both to the 
culture of the land and the culture of social sciences research. We have, 
then, a clash of central belief systems, each of which seeks to inculcate 
and make compulsory pivotal concepts such as moral and cognitive ones. 
In other words, taking the individual as the level of analysis, and 
assuming that all psychological research can transcend social boundaries, 
is bound to lead to erroneous conclusions. As Littlewood (1998) argues, 
a truly transcultural psychiatry (or psychology) is concerned not only 
with aetiology and epidemiology, but with meaning. This implies that 
what is seen in the West as real illness and in other cultures as 'variation 
or confusion' ceases to present a sound argument. Instead, cultural 
context should take centre stage, and the process by which something 
becomes 'normal' or 'abnormal' is seen as the product of social and 
political processes within a culture. For instance, Littlewood and 
Lipsedge (1997) point out that 'culture' in the West is only introduced 
when the patient is not white. Western psychopathology is usually 
perceived, by mental health professionals, as if beliefs about illness, 
accepted patterns of expressing distress and childrearing patterns were 
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irrelevant to the patient when they are white - but not if they are black. 
Littlewood and Lipsedge (1997) focus clearly on the interpretations and 
meaning systems that are applied from a Western body of knowledge to 
'others' as deviations - not as different. It holds, then, that my 
applications of Western constructs such as addiction, alienation and 
assertiveness are erroneously 'seeing' these constructs as similar in 
Middle Eastern societies, whereas in fact the product of the views 
through these lenses may actually mean something totally different. 
Once freed from the notion that psychopathology can be applied 
unproblematically in different cultures, a number of different 
observations can be made. As Littlewood (1998) points out in a paper 
entitled "The Imitation of Madness", what is considered aberrant 
behaviour is by and large defined by the cultural context. He cites 
examples such as a woman who feels she has an atomic bomb inside her, 
versus governments who are ready to deploy such weapons - which one 
is more mad than the other? If people are ready to accept a policy, then 
that policy becomes mainstream. If we apply this to drug use, in the 
West there has been a growing trend to accept cannabis use. Once 
marginalised and seen as 'bad', there are now moves to advocate its 
beneficial effects on those suffering certain illnesses. Even policing of 
cannabis use has been more relaxed, with the police often turning a blind 
eye to personal users (as opposed to dealers). This example illustrates 
two elements central to my following arguments: what is deemed to be 
'bad' is not fixed but contextually defined; permissiveness and 'freedom 
of choice' arguments are important and persuasive in Western cultures. 
As to the former, cannabis use in Middle Eastern culture is officially 
regarded as 'bad', but partaken of by an arguably sizeable section of the 
population. Again, it is difficult not to generalise here. 'Middle Eastern' 
is not a homogeneous category - differences between Lebanon and Saudi 
Arabia, for instance, are substantial in terms of values allocated to drug 
use. It is 'permissiveness' that is central here - some countries are more 
willing to allow or at least tolerate expressions of permissiveness within 
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the culture, whereas others ban them completely, so any expression of 
permissiveness or 'freedom of choice' has to be experienced in a 
different culture, with the symbols associated with that culture. 
As to the latter, drug use forms part of the construct of a 'free 
society' for Middle Eastern cultures. Particularly with the increasing rise 
in fundamentalism, permissiveness is regarded as a 'Western illness' that 
should be avoided. Not everyone in the Middle East is ftindarnentalisL 
however. To argue that people are 'alienated' from their original culture 
because they do not necessarily subscribe to its mores inevitably 
becomes a value-laden (and pejorative) judgment. I would therefore 
argue here that it is the use of drugs that allows Saudi addicts to express a 
'freedom of choice' rather than 'being alienated'. I offer this view as an 
additional narrative - it does not seek to invalidate my previous 
arguments in the preceding chapters, but it provides a different lens 
through which to view them from a transcultural perspective. From a 
dialectic position, then, drug use can mean both alienation and assertion 
of identity. Neither of these positions as such implies an inherent value 
(good or bad) - rather, it is the gaze of the observer, which constructs 
these values. 
A similar argument can be made with regard to assertiveness. 
Hitherto, I have viewed assertiveness mainly from the position that 'if 
people were more assertive, they would be able to cope with pressure and 
say no to drugs'. I also discussed the inherent lack of assertiveness in a 
Middle Eastern culture. Here, however, I would also argue the opposite: 
drug use is an act of assertiveness. Assertiveness, as a Western construct 
is very much part of a 'freedom of choice' society. Indeed, those not 
asserting themselves are deemed lacking in a certain quality, as passive. 
Testimony to this can, for instance, be found in feminist writings: 
women need to assert themselves as men do. Later work questions this, 
and does not posit the category 'women' as needing to attain the same 
attributes as the category 'men'. However, it is still a dominant feature 
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of Western culture to regard assertiveness as a predominantly 'good 
thing', and a mainstay of a lot of psychotherapeutic writings ('becoming 
one's self against all odds' is desirable). Following on from the previous 
argument, 'being assertive' as part of Western culture is something that 
may be aspired to by those disenfranchised by their own cultural 
restrictions. Note that most of the qualitative sample had travelled 
extensively (either as airline stewards or in the military). It can be 
argued, then, that these people do not use drugs because they are not 
assertive enough, but rather that the very act of using drugs allows them 
to assert themselves. 
This thesis has been a remarkable journey. From my initial 
unproblematic views of positivist psychology, "as long as I am rigorous 
the truth will emerge" to the influence of anthropology and sociology in 
problematising objectivist epistemologies, the search for meaning has 
been at times as exhilarating as it was daunting. Using different 
frameworks has enabled me to visit and re-visit literature and data, 
allowing me to explore alternative syntheses. I am grateful that this 
journey has been one of discovery and has given me the courage to 
explore beyond the safety network of a predominantly quantitative frame 
of investigation. While alienation and assertiveness were the concepts I 
was most focused on initially, in the final analysis it was culture (and in 
particular, cross-cultural differences) that made the biggest impact. 
It is my conclusion that only if the meaning of concepts such as 
alienation and assertiveness has been appropriately contextually defined, 
does it start to make sense to compare them across different cultures. The 
producers of knowledge are often blinded by an overly concentrated 
focus on methods and generalisability, at the expense of ignoring the 
idiosyncrasies of different contexts. To genuinely understand the 
addiction phenomenon in the Middle East, culturally sensitive and 
specific concepts need to be devised, understood and applied, rather than 
unproblematically transferring knowledge from elsewhere. Once 
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differences are comprehensively incorporated in research, exploring 
commonalities might be more meaningful. 
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Enclosed is a booklet of Consent Form, Personal History Form and 
Questionnaires being distributed to a sample of clients at several 
Hospitals and clinics. Together they form the core of a research project in 
which it is hoped to learn more about the characteristics and social 
attitudes of drug addicts. I hope that the information gained by this 
project will benefit all of us in the long run. Your name will be kept 
confidential, as well as all responses to the questionnaires. 
The success of this project depends on your response. I urge you to 
complete these forms and return them as soon as you can. 
Your co-operation is much appreciated. 
Tbank you, 
Bazza S. Adbulaziz 
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APPENDIX TWO: CONSENT FORM - 
QUANTITATIVE STUDY ENGLISH 
I...................... agree to participate in the above study, the general 
purpose of which has been explained to me by ................... I 
understand that any information gathered during the course of this study 
will be treated as confidential. I consent to the publication of study 
results as the information about myself is presented anonymously. 
1) 1 have been informed that the study will involve 3 questionnaires 
related to drug addiction, alienation and assertiveness. 
2) 1 understand that participation in the study will not affect my care and 
treatment. 
3) 1 understand that I can withdraw my consent to participate in this study 
at any time , without prejudice. I understand that withdrawal from the 










Sex: Male: Female: 
Age: 
Number of brothers: and sisters: 
Marital status: 
Economic status (income) please tick one of the following: 
Band a: from 10 to f. 15.00 
Band b: from L15.00 to; E 25.00 
Band c: from f 25.00+ 
Educational status: Please tick one of the following: 
GCSE or similar: 
"A" levels: 
University degree: 





If you are a student, please indicate field of study: 
Where do you spend most of your life? 
In a: City: _ 
Village: Town: country side: 
In which country/nation ? 
Where do you now live permanently ? (present place of residence)? 
In a: City: _ 
Village: Town: country side: 
In which country/nation ? 
Languages spoken : 
Mother tongue (specify): 
Other languages (specify): 
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Are you : Single: Separated: Never married: 
Divorced: First marriaae: Widowed: 
Remarriage: Other (specify) 
Do you have children? Yes : 
If yes, number: and age: 
Have you ever run away from home? Yes 
How many times? 
How old were you? 
First time : 
Second time 
Subsequent(3) 
Have you ever attempted suicide? Yes 
If yes, please explain way: 
Have you been an inpatient in a mental hospital? Yes No: 
For how long: 
What was the problem? Please explain: 
Have you ever been an outpatient in a mental hospital: 
Yes: No: 
For how long: 
What was the problem? Please explain: 
Have you ever been hosPitalised for a physical ailment? 
Yes: No: 






What was the problem ? please explain: 
Have you ever been arrested or charged? 
(not including traffic offences): Yes: No: 
How many times? 
How old were you the first time? 





Have you ever been in jail? Yes: No: 




Which of these drugs do you presently use or have used in the past? 
















Does any of your family take drugs or use Alcohol heavily? 
Yes: No: 
If yes, please (specific): 
Daily Daily Weekly Weekly None Other Kind 





Have you been sexually abused as a child? Yes: No: 
If yes by whom? 











How old were you? 
Where you beaten as a chfld? Yes: No: 
If yes, by whom? 
Father: Mother: Others: 







Couldn't care less: 
Do you believe in God? Yes: No: 
How often do you attend? 
How do you perceive: 
Mother 
Very Moderately Not 





Is there ever a time now that you feel like having a fix? 
Yes: No: 
How happy are you? 





APPENDIX FOUR: A. S. Q- ENGLISH 
Below are a number of statements about which people have different 
feelings. Read each statement carefully and indicate the extent of 
your agreement or disagreement by writing the number that shows 
you how you feel. 
1) Strongly Agree. 
2) Agree. 
3) Slightly Agree. 
4) Slightly Disagree. 
5) Disagree. 
6) Strongly Disagree. 
Example: 
Sometimes I'm bothered because I don't know how I come to 
be the kind of person I am. 
123456 
Choosing number (1) means that this statement describes 
your feeling in that situation. So you STRONGLY AGREE. 
Notes: 
1) No spaces are to be left blank. 
2) There are no right or wrong answers. 
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1) Sometimes I am bothered because I don't know how I come 
to be the person I am 
123456 
2) With everything in such a state of disorder, it's hard for a 
person to know where he stands from one day to the next. 
123456 
3) 1 have nothing in common with most people of my age. 
123456 
4) 1 feel I am too much what others want me to be. 
123456 
5) 1 often feel awkward and out of place. 
1_2 
_3 _4_56 
6) My dreams seldom make much sense to me. 
123456 
7) There is little use in writing to public officials because often 
they aren't really interested in the problems of the average 
man. 
123456 
8) My way of doing things is not understood by others of my 
age. 
123456 
9) Very often I feel like a stranger to myselL 
123456 
10) People were better off in the old days when everyone knew 
just how to act. 
I_2 
_3 _4_56 
I remember most of what happened in my early childhood. 
1_2_3_4_5_6 
12) Nowadays a person has to live pretty much for today and let 
tomorrow take care of itself. 
123456 
13) It is safer to trust no one, not even so-called friends. 
123456 
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14) In spite of what some people say, things are getting worse 
for the average man. 
123456 
15) 1 feel I don't know myself pretty well. 
123456 
16) Every thing changes so quickly these days that I have 
trouble deciding which are the right rules to follow. 
123456 
17) 1 often do things without knowing why. 
12345 
18) It's hardly fair to bring children into the world with the way 
things look for the future. 
123456 
19) 1 often have a feeling of emptiness. 
123456 
20) Most of my friends waste time talking about things that 
don't mean anything. 
123456 
21) 1 often feel that many things our parents stood for are just 
going to ruin before our very eyes. 
1 
_2 _3 _4_5_6 
22) Often it's hard for me to make my mind up because I don't 
know how I really feel about something. 
123456 
23) These days a person really doesn't know whom he can count 
on. 
123456 
24) Often when I have an experience I feel that it really isn't 
happening to me. 
1 
_2 _3 _4 _5 _6 
25) In the group that I spend most of my time, most of the 
people don't understand me. 
123456 
26) It seems to me that other people find it easier to decide what 
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APPENDIX FIVE: A. Q. - ENGLISH 
Below are some statements, which measure your assertiveness skills. 
Please check in the appropriate number as follows: 
1) Very much like me. 
2) Rather like me. 
3) Slightly like me. 
4) Slightly unlike me. 
5) Rather unlike me. 
6) Very unlike me. 
Example: 
I usually avoid complaining about bad service in a restaurant. 
123456 
Choosing number 2 means that this statement describes you 
most of the time. 
Note: 
1) No spaces are to be left blank 
2) There are no right or wrong answers 
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1) When somebody says something nice to me, I have difficulty 
accepting his or her compliment. 
123456 
2) 1 usually avoid complaining about bad service in a restaurant. 
123456 
3) 1 don't find difficulty in telling my friends not to bring drugs 
to my house. 
123456 
4) If I disagree with my consultant on something he said, I 
probably would not openly express my opinions. 
123456 
5) 1 never have difficulty getting up the nerve to ask girls/boys to 
go out for a date. 
123456 
6) In general, I believe that the only way to make new friends is 
to go out and find them. 
123456 
7) It is difficult for me to tell others that I like them. 
123456 
8) It is difficult for me to criticise others, even when I know that 
they are wrong and I am right. 
123456 
9) If I knew of a person having treatment taking drugs, I 
probably would not bring it up in a group meeting. 
123456 
10) 1 never feel shaky or nervous when I think of asking my boss 
for a rise. 
123456 
11) In general, I am not an out going person with the girls/boys I 
go out with. 
123456 
12) 1 am usually the leader when I am with my friends. 
123456 
13) 1 often don't say the nice things that I think of some people. 
123456 
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14) 1 will challenge anyone trying to push ahead of me in a queue. 
123456 
15) 1 find it very difficult to reject drugs, even when I really want 
to. 
123456 
16) 1 usually hesitate to make phone calls to business 
establishments or institutions. 
123456 
17) 1 usually wait for the girl/boy to make the move towards me 
before I make a move. 
123456 
18) 1 believe that following others is better than leading them 
yourselL 
123456 
19) 1 never have difficulty in paying compliments to others. 
123456 
20) If someone took the parking place that I had been waiting for, 
I would be irritated, but I would probably drive off 
without saying a word. 
123456 
21) Drugs allow me to be more aggressive and outgoing. 
123456 
22) If a policeman stopped me for speeding, I would try to talk to 
talk him out of it. 
123456 
23) 1 don't have much difficulty in starting conversations with 
girls/boys that I have just met. 
123456 
24) Most people seem be more aggressive and assertive than I am. 
123456 
25) 1 never avoid asking questions for fear of sounding stupid. 
123456 




27) During any argument, I keep my real feelings to myselt 
123456 
28) If a person that I had just met at a party offered me some free 
drugs I would turn him/her down without any trouble. 
123456 
29) If I were applying for a job I had a lot of experience for, and 
the employer told me that my experience was not enough, I 
would try to convince him/her that it was. 
123456 
30) Showing affection to girls/boys has never been a problem for 
me. 
123456 
31) 1 tend to show my feelings rather than keeping them to 
myselL 
123456 
32) 1 don't feel embarrassed when I try to give someone a 
compliment. 
123456 
33) If I stopped to pick up my cleaning and they told me that 
some of it had been lost, I would probably just walk away 
without saying a word. 
123456 
34) 1 am open and frank about my feelings. 
123456 
35) 1 am afraid of asking girls/boys out because I would feel 
rejected if they refused. 
123456 
36) To be honest, people often take advantage of me. 
123456 
37) 1 don't have difficulty refusing drugs when they are offered to 
me. 
123456 
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11 ...................... agree to participate in the above study, the general purpose of 
which has been explained to me by .................. I understand that any information 
gathered during the course of this study will be treated as confidential. I consent to the 
publication of study results as the information about myself is presented anonymously. 
1) 1 have been informed that the study will involve tape recording and that these tapes 
will be kept confidential. 
2) 1 understand that participation in the study will not affect my care and treatment. 
3) 1 understand that I can withdraw my consent to participate in this study at any time, 
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